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Report on Activities of the Council on 


IT seems necessary from time to time to review the 
work of the Council on Nursing Education of the 
Catholic Hospital Association. We have found from 
experience that due perhaps to the rapid change of 
activities from year to year not only are the function 
and purpose of our Council lost sight of but its 
achievements also are often forgotten. It is for this 
reason that as Chairman of the Council I wish here to 
present a review of the activities of the Council since 
its inception. 

It was at the Fifteenth Annual Convention of the 
Catholic Hospital Association held at Washington, D. 
C., September 2-5, 1930, that our Reverend President, 
in his presidential address at the opening session, 
stressed the need of a study of our Catholic Schools 
of Nursing, to overlap in part the study of the Grad- 
ing Committee, and in part to extend into fields not as 
yet surveyed. 

On September 4, the study of the schools of nursing 
with special reference to the collegiate ideal and the 
adequacy of our schools for the education of Sister 
nurses was discussed, the points being the following: 

“This study is not imperative for the present. It may, 
however, become so when the results of the Grading Com- 
mittee’s work are more generally accessible. 

2. “This study need not be initiated at the present moment, 
but authority should be sought to undertake it, even in the 
course of the coming year, in case the need should arise.” 

The following resolution was presented to and ac- 
cepted by the members of the Association present, at 
the meeting September 5, 1930, at Washington, D. C. 

“Be it further resolved, that this Association undertake, as 
soon as the project can be adequately formulated, a study 
of nursing education in our Catholic institutions, with special 
reference to the ideal of an administrative separation of our 
schools of nursing from the hospital to which these schools 
are attached; that this Association express its satisfaction 
over the purposes and aims of the Grading Committee and 
its hopes concerning the great benefit to the profession of 
nursing, which is expected to result from the work of this 
Committee.” 

In view of the work done by the Grading Committee 
the Executive Board of the Catholic Hospital Associa- 
tion decided to intrust its project to a Committee on 
Nursing Education to function within the Association, 
under the direction of the Executive Board. 

This Committee was appointed by the Executive 
Board in the May of 1931, and was requested by the 
Reverend President of the Association to meet in St. 
Paul, Minn., Monday, June 15, just prior to the Na- 
tional Convention, held in that city, June 16-19, 1931. 
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The report of this committee was presented on Friday 
morning, June 19, at the session devoted to Nursing 
Education. The following members accepted appoint- 
ments on this Committee: 
Sister Helen Jarrell, St. Bernard’s Hospital, Chicago, Ill, 
Sister M. Bernice, St. Joseph’s Hospital, Milwaukee, Wis. 


Sister M. Evangelist, Mercy-Soniat Memorial, New 
Orleans, La. 
Sister M. Henrietta, St. Mary’s Hospital, Louis, Mo. 


Sister M. Mechtilde, Mercy Hospital, Pitchers Pa. 

Sister M. Mead, St. Boniface Hospital, Manitoba, Canada. 

During this meeting, at St. Paul, Standards for 
Nursing Education were formulated. 

At a meeting of the Committee on Nursing Educa- 
tion, held in St. Louis, Mo., October, 1931, it was 
voted, subject to the decision of the Executive Board, 
that this group be designated a Council on Nursing 
Education, and that officers be elected. 

At the meeting in Villanova, Pa., June, 1932, a sec- 
tion was devoted to the discussion of the problems of 
our nursing schools. Prior to this meeting, an Advisory 
Committee to the Council on Nursing Education, con- 
sisting of Sisters chosen by the mothers general or pro- 
vincial, was formed, each member being a representa- 
tive for her respective order. 

The greatest step forward, in the field of nursing 
education, took place June 10, 1933, when the Council 
on Nursing Education held an Institute in St. Louis, 
Mo., for three days prior to the National Convention. 
This Institute was attended by the members of the 
Council on Nursing Education, who represent different 
sections of the United States, and by the Advisory 
Committee members, with many companions of ad- 
visory members and other guests. The chief subjects 
discussed were the small schools and the accrediting 
or standardizing agency. Both of these points were 
dealt with at some length. 

Concerning the small school, 
were debated : 

“The service of the small school of nursing, in its own 
which, in a great many cases, is rural in char- 


several considerations 


community, 

acter; and 
“Whether or not the 

oppose the small school. 


association should definitely 
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Concerning the formation of a Standardizing Agency, “the 
chairman reminded the Council that authority for this step 
had been given at the 1931 Convention. The Association in 
the past two years had not actively proceeded to establish 
such a standardizing agency, for the reason that there were, 
and still are, many preliminary matters to be worked out. 
It is necessary to draw up a form adequate and comprehen- 
sive, but still not too detailed, for assembling information, 
regarding the standing of the school. Furthermore, it is nec- 
essary ‘to obtain the permission of the mothers general or 
provincial for the advisers appointed by them, to make a 
survey of the schools of nursing conducted by the members 
of their own congregation.” 

During this meeting the Officers of the Council on 
Nursing Education were reélected. The matter of add- 
ing new members to the Council on Nursing Educa- 
tion advised by the Executive Board was referred to 
that Board for action. 

The Executive Board, the Council on Nursing Edu- 
cation, and Advisory Committee, together with several 
Mothers General and Mothers Provincial, met in St. 
Louis, Mo., February 7, 8, and 9, 1934. At this meet- 
ing the new members appointed on the Council on 
Nursing Education were presented : 

Sister Mary Visitation, St. Mary’s Hospital, Waterbury, 
Conn. 

Sister Mary, Sacred Heart Hospital, Spokane, Wash. 

Sister Allard, Hotel Dieu St. Joseph’s Hospital, Montreal, 
Canada. aa 

The Executive Board outlined several considerations 
which might constitute a plan of procedure for the 
work of the Council and the Advisory Committee: 

1. The Sister advisers are to make a preliminary inspec- 
tion of all the schools under the jurisdiction of the superiors 
of the congregation to which they belong. 

2.. The Sister advisers are to report the findings of the in- 
vestigation of their various schools, first to their mothers 
general or provincial; and secondly, with the mothers general 
or provincial’s approval, through the central office of the 
Catholic Hospital Association, to the Council on Nursing 
Education. 

3. The regular schedule of inspection should be carried out, 
with such specifications of topics, details, outlines, etc., as 
may be determined by the Council on Nursing Education. 

Recent developments in Nursing Education were 
also extensively discussed : 

(a) “The Association of Collegiate Schools of Nursing. 

“The Reverend President reviewed the activity of the 
Association. He presented short summaries of correspondence 
with the officers of this Association, the formulation of their 
policies, the development of their membership standards, the 
potential membership of an Association of this kind, limited 
to certain types of schools, and, finally, the charter member- 
ship of this Association. 

(b) “Proposed Accrediting Procedure, History, Comments, 
and Authorization. 

“The Reverend President then reviewed the accrediting 
procedure, which was proposed at the Eighteenth Annual 
Convention and for which authority had been given. These 
points have been stated above. 

(c) “The Canadian Condition in Nursing Education.” 

Owing to the great divergence of conditions in Canada re- 
garding Nursing Education it was thought best to appoint a 
Council on Nursing Education for Canada; this, however, 
was referred to the Executive Board for final decision and 
appointment. 
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At a meeting of the Council on Nursing Education 
and members of the Joint Committee appointed by 
the National Catholic Educational Association held 
Saturday, February 10, the School of Nursing Direc- 
tory and the Five Year Survey were discussed. 

“Tt was moved that the Council on Nursing Education rec- 
ommend to the Executive Board that the Officers of the 
Association continue the preparation of the School of Nurs- 
ing Directory and the proposed Five Year Survey. 

“The members of the Joint Committee of the National 
Catholic Educational Association were asked to take under 
consideration the formulation of a report which is to be 
presented at the next meeting of the National Catholic Edu- 
cational Association Convention. The following points were 
recommended for inclusion in this report: 

1. A report of the work of the Council on Nursing Educa- 
tion during 1934. 

2. A report with reference to the Association of Collegiate 
Schools of Nursing. 

3. A discussion of the future development of the nursing 
program of the National League of Nursing Education. 

4. Present status of the question of educational affiliation. 

5. A summary of the activities of women’s colleges in nurs- 
ing education. 

6. A recommendation to Catholic colleges regarding ways 
and means of coéperating with Catholic Schools of Nursing.” 

The Reverend President pointed out that the theme 
of this report should center on the Catholic college 
and the help it can give the Catholic school of nursing. 

At the close of this meeting it was suggested that 
the next meeting of the Council take place immediately 
before or during the Nineteenth Annual Convention. 
At this meeting it was hoped the Council might study 
the reports made by the various Sister examiners and, 
if possible, draft recommendations for the further de- 
velopment of the Association’s standards on nursing 
education, as the Council on Nursing Education had 
been unable to draw up forms suitable for these ex- 
aminations prior to the meeting February 7. 

Now that I have reviewed the history in the work 
of our two Councils gn Nursing Education, the one for 
the United States and the other for Canada, I feel that 
a word of explanation must be said concerning the 
relative slowness of our progress. A Council like ours 
is not entirely independent in its activities. As Re- 
ligious Sisters it behooves us to carry our religious 
spirit, the habits of our lifetimes, into the work of our 
committees. We reach decisions, therefore, but as we 
reach them we submit them for approval to those in 
authority. The procedure may be slow but it is safe. 
In the past it has been found effective for assuring 
well-considered and carefully planned action. It should 
be no less so with us. If to the impatient our progress 
seems delayed we hope that delay may result in more 
general acceptance of our recommendations. The com- 
ing year should see the first fulfillment of our plans. 
We bespeak the continued codperation of the Sisters 
who represent the schools of nursing in this assembly. 
We are sure we shall have it because we rely upon their 
idealism, their spirit of charity and coéperation and 
upon their desire which is no less eager than that of 
each member of our two Councils. 








The Status of Nursing Education in Canada 


IN the world in which we live, change is the order. 
It must be progress or retrogression. Measured in days 
or years, little or no advance is seen, but measured in 
centuries it is noticeable to all. Modern nursing is 
largely the development of the past fifty or sixty 
years.* This is accounted for by the vast strides that 
have taken place in the science and practice of medicine 
from the latter part of the last century up to the 
present time. With the renaissance in medicine, our 
whole conception of the care of the sick has changed. 

The critical thirties of the twentieth century have 
not been without their marked effect upon nursing and 
nursing education. Even before these trying days it was 
considered that nursing should receive thorough 
revision. 

This problem is not confined to Canada alone. In 
Great Britain there are evidences of unrest in the nurs- 
ing and medical professions. Here in the United States 
of America the Committee on the Grading of Nursing 
Schools gave the impetus, by making a survey of the 
conditions as they existed in your highly hospitalized 
country. 

In this article on the Status of Nursing Education 
in Canada we shall consider : 

1. A review of Nursing Education. 

2. The significant developments. 

3. The efforts made to meet progressively the higher 
standards on a college level. 


A Review of Nursing Education 


In our own land, the land of the “Maple Leaf,’ it 
was generally agreed that the training of nurses was 
unsatisfactory and that something should be done to 
improve matters. About five years ago, it was decided 
by the Canadian Medical Association and the Canadian 
Nurses’ Association that the best way of approaching 
this problem would be through a joint committee of 
the two Associations. After a good deal of thought and 
study, it was unanimously agreed that nothing short 
of a thorough investigation from coast to coast by a 
competent person experienced in the direction of such 
surveys, and belonging to neither of the professions 
directly interested, should be secured. For this under- 
taking, we are indebted to Professor George M. Weir, 
head of the department of education in the University 
of British Columbia. During the past year this efficient 
director of the survey has been appointed Minister of 
Education of British Columbia. 

The Survey was begun on the first of November, 
1929. The chief problems studied by the Survey are 
largely of an economic, educational, and sociological 
character, which are directly conditioned by the diverse 
economic and social factors to be found in the five 


Nineteenth Annual Convention of the C.H.A., Cleveland, 


1934. 


“Read at the 
Ohio, June 18-22, 
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main sections of Canada, British Columbia, the Prairie 
Provinces, Ontario, Quebec, and the Maritime Prov- 
inces. 

It is obvious that in a country such as Canada, com- 
posed of varied economic and social areas and exhibit- 
ing such a great disparity of problems and viewpoints 
regarding nursing education, the problem was a diffi- 
cult one. Conditions in rural Alberta, for instance, do 
not parallel those found in the industrial centers of 
the East. The nursing situation in Quebec is also com- 
plicated by the presence of a dual problem, French 
and English, into which traditional, racial, and reli- 
gious factors enter. 

The very comprehensive report of the Survey of 
Nursing Education in Canada, commonly called the 
Weir Report, is primarily an educational document. 
It deals with many other issues that affect the nurse, 
but the chief concern of the Survey has been to study 
present conditions in nursing education, to determine 
the virtues and defects of the present system, and to 
recommend those reforms which are obviously needed 
if nurse training is to be brought into accord with 
modern educational ideals and methods. 

The major problems involved in the Survey, there- 
fore, are economic, educational, and sociological. The 
recommendations set forth to relieve the latter situ- 
ation seem the most critical. Several plans are reviewed 
in the Report. All of these embrace, in a greater or 
less degree, the idea of socialization of the nurse. 
Coupled with this, the adoption of some form of state 
health insurance is recommended. In the Report con- 
siderable space is given to a discussion of a Federal 
Council of Nursing by Dominion Legislation or a 
Provincial Board of Nursing Control, the creation of 
the Provincial Legislature. These plans, if not con- 
sidered on the ground of Catholic principles, will only 
tend to become detrimental to both our Catholic 
schools and nurses. The solution of these problems 
need intensive discussion and conferencing. An Insti- 
tute on Nursing Education, under the wise guidance 
of our Reverend President, the Reverend Alphonse M. 
Schwitalla, S.J., is to be held in Toronto following this 
Convention. 


The Significant Developments 

The interest of the Catholic Hospital Association in 
nursing education dates back to the very’ beginning 
of its formation. Even at the early conventions, resolu- 
tions were adopted whereby the members were en- 
couraged to become registered nurses and to maintain 
the highest reasonable standards in their schools of 
nursing. 
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In 1928 the interest in nursing became progressively 
acute. Studies were made and then came the forma- 
tion of the Committee on Nursing Education. In 1931 
this Committee and the Officers of the Association took 
the first steps toward a survey of the Catholic schools 
of nursing. Later in the year this Committee became 
the Council on Nursing Education. Next came the 
appointment of an advisory committee composed of 
members with sufficient geographical distribution to 
represent the entire Catholic field in nursing education 
of both the United States and Canada. 

The final step was taken in December, 1933, at which 
time the Executive Board of the Catholic Hospital 
Association, realizing the wide diversity of problems 
in the United States and Canada, voted to create a 
separate Council on Nursing Education in Canada. 
This council has been active since its organization 
studying the proposed recommendations and resolu- 
tions arising from the Weir Report. These resolutions 
were presented at the last biennial meeting of the 
Canadian Nurses’ Association in St. John, N. B., June, 
1932. 

At that time it was also suggested that a Central 
Curriculum Committee be appointed for the purpose 
of studying a plan whereby a National Curriculum 
might be formulated. In April a Curriculum Study in 
the form of an extensive questionnaire was sent to 
each school of nursing throughout the Dominion. In 
this questionnaire the following topics were treated: 
Essentials of a Good School of Nursing; Staff of a 
School of Nursing; Students; Opportunities for Expe- 
rience; The Curriculum; Classroom; Clinical Field; 
Community; Methods of Teaching and Learning and 
Educational Measurements. 


The Efforts Made to Meet Progressively the 
Higher Standards on a College Level 


In a resolution adopted at the St. Paul Convention 
in 1931, the Catholic Hospital Association stated that 
it desired “such effective control concerning attend- 
ance, teaching methods, curricula content, and profes- 
sional spirit that the measure of faculty control com- 
monly found in schools of collegiate rank under the 
authority and supervision of a dean may be reproduced 
in our schools of nursing in the relations between the 
educational director of our schools and of the members 
of the teaching staff of the school of nursing. 

At the Villanova Convention, the following year, 
the Association requested the Council on Nursing Edu- 
cation to undertake “a more complete study of the 
affiliation of our schools of nursing with accredited 
colleges and universities and the formulation of prin- 
ciples which will safeguard the use of such affiliation 
in the more effective education of the nurse.” 

As a result we note that 31 of the 74, or 41.8 per cent 
of the Catholic schools of nursing in Canada have 
secured affiliation with a college or university and 
three are maturing plans for such arrangements. 

In “Statistics on Special Phases of Nursing Educa- 
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tion in Canada” (Hospitat Procress, April, 1934), we 
find the following statement: “Four schools of nursing 
are completely affiliated with Laval University in this 
sense, that the University is responsible for the educa- 
tional administration. Ten schools have secured affilia- 
tion for part of their programs; of these, two have 
placed their basic science courses under the university 
or college; in five schools of nursing, the college or 
university is responsible for the medical and nursing 
subjects or for special nursing courses; and in three, 
for the cultural subjects only. Seventeen schools of 
nursing have secured from one of the colleges or uni- 
versities academic recognition for their curricula as 

being acceptable for collegiate credit.” ; 

In the appendix which you have before you, Tables 
I and II, these data are presented. 

In universities in which a school of medicine is a 
unit, a school of nursing has very little difficulty in 
effecting a satisfactory scheme of affiliation since a 
school of medicine is in an unusually advantageous 
position to assist the school of nursing. In colleges or 
universities not having schools of medicine, it is 
obvious that the problem becomes more complicated. 

Nevertheless an interesting experiment is being 
undertaken by the University of Ottawa, which is 
controlled by the Oblates of Mary Immaculate. This 
university has no school of medicine at present, yet 
it is responsible for the entire curriculum of a school 
of nursing. The students’ pre-educational requisites 
are accredited by the director of the school, who is a 
member of the university. The teaching faculty is 
approved by the senate of the university and the nurs- 
ing curriculum must correspond to university require- 
ments; that is, a minimum of 450 hours of didactic 
classes per year. Therefore, the three years in the 
school of nursing must include at least 900 hours of 
approved classroom teaching to be equivalent to two 
university years. This is considered as the diploma 
course. For students desiring to obtain a degree of 
B.Sc. in Nursing, an additional two-year course has 
been planned. 

The tendency toward placing the schools of nursing 
on a college level has not been so keenly felt in our 
country as in the United States, until these last few 
years. Only those schools situated in university centers 
had realized the necessity. Today, stimulated by the 
recommendations made by Professor Weir in the 
Survey Report, we find our Canadian Nurses’ Associa- 
tion accepting the challenge and setting forth higher 
standards on a professional basis. 

From the Report on Nursing Education in Canada, 
page 391, we read: “It is probable that the most satis- 
factory solution to the problems of nursing education 
—as of legal, medical, or other aspects of professional 
education — can be ultimately offered only by the uni- 
versity which is most effectively equipped, staffed, 
and financed to provide sane leadership and to serve 
as a clearing house for educational ideas. A university 
setting and status, apart from the provision of superior 
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facilities for investigation and research, will probably 
give the study of nursing problems a true dignity and 
attract a better average type of student.” 


Conclusion 

Education is no longer regarded as merely a prepara- 
tion for life; it is seen to be an essential ingredient of 
life. The nursing profession requires a high degree of 
intelligence and this is shown in the nurse’s ability to 
adapt, to learn, and to see relations. The higher the 
education the nurse receives, the more will these 
faculties be developed. 

It was not until the time of St. Vincent de Paul 
that there was any clearly defined help given in the 
education of those who wished to serve suffering 
humanity. This venerable and charitable saint was a 
man whose social vision was far in advance of his 
time; he advocated methods of education and organ- 
ized charity work. So today, as in St. Vincent de Paul’s 
time, nursing is attempting to meet human needs effec- 
tively by acquainting itself of all available knowledge 
so that its service may be effectively rendered. 

Present-day conditions must be studied and met, un- 
trammeled by the customs of yesterday. While we 
should adhere to fundamental principles that experi- 
ence has perpetuated, we must be prepared to apply 
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these in the light of the requirements of the present- 
day needs. 
TABLE I 
The Number of Schools of Nursing Having 
Educational Affiliation 


1 2 3 4 5 
1934 1930 
Classification No. % No. % 
Number of Schools of Nursing Having 
Educational Affiliation ............ 31 418 28 «6388 
Number of Schools of Nursing Nego- 
tiating for Educational Affiliation. . 3 4.0 (*) 
Total—Catholic Schools of Nursing.. 74 100.0 74 
*Data was not available at this time. 
TABLE ll 
The Character of the Educational Affiliation 
1 2 3 
Number of Number of 
Classification Schools Schools 
of Nursing of Nursing 
Complete Affiliation ................ 4* 
Partial Affiliation:* 
1. For Basic Science Subjects...... 2 
2. For Medical and Nursing Subjects 
and for Nursing Specialties...... 5 
3. For Cultural Subjects........... 3 0 
Collegiate Recognition .............. 17 
Total Schools of Nursing Having Some 
Form of Affiliation with a College 
OE nn cdacdccsusadaasied 31 


*These Schools of Nursing are affiliated with one University. 


Present Trends with Relation to the 


Catholic School of Nursing 


THIS is a convention, not a retreat; I have been 
asked to deliver a paper, not deliver a sermon; I am a 
mere Sister, not a Priest.* Yet in spite of all this, I am 
going to offer you a meditation! St. Paul tells us 
“Whether you eat or whether you drink, or whatever 
else you do, do all to the glory of God.” If we are really 
carrying this out in our lives, is there a hard-and-fast 
line between our meditations in the chapel and the 
thinking and planning we do regarding our work ? 

There are at least three parts to a good meditation: 
We place ourselves in the presence of God; we reflect 
upon some truth of spiritual significance, comparing 
our conduct with the ideal; and then we resolve to do 
better. Now, surely, when we begin to talk or think 
about our work, we need heavenly enlightenment to 
help solve the difficulties; surely, we need to think in 
a humble prayerful spirit ; and surely, we must resolve 
to do better or what would it avail us to contrast our 
shortcomings with the ideal? 

So now in spirit we place ourselves in the presence 
of Eternal Wisdom, beseeching inspiration, and then 
proceed to the extremely prosaic and practical content 
of our meditation. 


f *Read at the Nineteenth Annual Convention of the C. H. A., Cleveland, 
Ohio, June 16-22, 1934. 


Sister M. Berenice Beck, O.S.F., R.N., A.M. 


To discuss satisfactorily the present trends in nurs- 
ing education and their effect upon the Catholic school 
would require, not the time allotted to this talk, but a 
regular two-credit course. We can merely mention the 
outstanding features in a very general way, then show 
what our part should be, and how we can best play it. 


Statistics 

Do you know how many nurses, students, and grad- 
uates we have in the country today? The most recent 
information at hand on the student group is that of 
the April Hospitrat Procress (1).' It shows 86,649 
students in 1,934 schools during the year 1933. Of 
these, 19,531 were in 413 Catholic schools. Compare 
this picture with that of 1879, when our United States 
had 298 students in 11 schools, two of which were 
Catholic institutions. Note the phenomenal growth; 
the total output has been multiplied hundreds of times. 

The statistics gathered for the year 1930-31 and 
published last year by the government (2) shows some 


‘Numbers in parentheses refer to Selected References at the end of this 
article. 
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little difference in figures — more than 100,000 student 
nurses enrolled in 1,844 schools, the number of stu- 
dents having almost doubled within the past eleven 
years. This report showed general upward trends. The 
usual length of the curriculum was three years; edu- 
cational requirements for admission rose slowly but 
steadily, the large majority now requiring high-school 
graduation ; hours of duty have been steadily decreas- 
ing — in 1896, less than 2 per cent had an eight-hour 
day, in 1931, approximately two thirds had it. 

As for the graduate group— Dr. Winslow in the 
April Survey Graphic (3) tells us that we have 100,000 
functioning graduate nurses in the United States, 10 
per cent in public health, 30 per cent in institutions, 
and 60 per cent in private duty; hence, 40 per cent 
working on an organized and 60 per cent on an un- 
organized basis. He reviews various phases of organ- 
ized and unorganized nursing service and closes with a 
summarizing paragraph followed by another para- 
graph of fine praise for the nurse. Both paragraphs 
follow: 

“There is much yet to be done before the best of nursing 
care is available to all persons, for all conditions, in home 
and in hospital and on terms which make it actually accept- 
able to the recipient. Yet the degree to which this ideal has 
been approached by the nursing profession as organized in 
hospitals and public-health-nursing associations is nothing 
short of phenomenal. The nurses have shown us the way. 
They have taught us that in union there is strength — that 
organization for community service promotes efficiency and 
morale in the server and economy and self-respect for the 
served.” 7 

“In closing, one is tempted to ponder on the reasons for 
this remarkable progress. The evolution of public-health nurs- 
ing in the past quarter century is a social phenomenon of the 
first importance; and the most extraordinary aspect of the 
situation is the complete lack of opposition to the new de- 
velopments on the part of those nurses who have not per- 
sonally shared in their advantages. In general, social changes 
which enable the more farsighted members of any group to 
render better service and secure greater rewards have been 
bitterly fought by their traditionally minded colleagues. Why 
has this not happened in nursing? I do not know —but I 
suspect the answer may lie deep down in the linkages of the 
sex chromosomes. I think that women as a class are far freer 
than men from the ugly defense reactions of narrow group 
loyalty, far more ready to realize the larger loyalties that 
arise from a deeper and wider vision of human relationships. 
If this is the explanation, the nurses may be showing us the 
way to the solution of many of the problems of a preplexed 
and divided world.” 


Organizations 

Dr. Winslow mentioned some aspect of nursing 
organization ; let us cast a glance at other facets. We 
have three national nursing organizations — the Amer- 
ican Nurses Association, the National League of Nurs- 
ing Education, and the National Organization of Pub- 
lic Health Nurses. The first two have district and state 
associations. Every two years the three groups hold a 
joint meeting; they met in Washington, D. C., this 
year with the best attendance they ever had — over 
8,000. The aims of all these organizations is the better- 
ment of nursing education and nursing service; one 
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finds splendid women among the members and the 
organizations have noteworthy accomplishments to 
their credit. 

In addition, we have state boards of examiners in 
every state with schools (4), the first having been 
established in North Carolina in 1902, the last in 
Nevada in 1923. These boards, acting in conjunction 
with state and national organizations, have assisted 
materially in elevating the standards of nursing edu- 
cation both through nursing legislation and through 
state supervision of nursing schools. Many states now 
have compulsory registration for the graduate nurse 
and yearly re-registration. The practical nurse is still 
a free lance in most states; a few have some legisla- 
tion regarding her. 

A national board of examiners, making possible na- 
tional recognition of the R.N. has been discussed but 
has not yet been organized. However, a national medi- 
cal board has existed since 1915, so we may reasonably 
hope that a similar one will be created for nurses by 
and by. 

The Association of Collegiate Schools of Nursing 
(5), presaged by several meetings of directors of col- 
legiate schools was finally organized at its 1933 meet- 
ing. Two Catholic university schools of nursing were 
included in the first provisional membership list. 
Others are applying for membership but the machinery 
for handling new members is still in process of con- 
struction. This movement has been watched with keen 
interest and has undoubtedly given impetus to the 
affiliation of schools with colleges and universities. 

We have not a national Catholic professional organ- 
ization similar to the four just mentioned. We have a 
Federation of Catholic Nurses, organized largely for 
social and religious purposes ; a somewhat similar non- 
Catholic organization, St. Barnabas Guild. The Cath- 
olic Hospital Association has a nursing division — its 
Council and Advisory Council on Nursing Education. 
The American Hospital Association also has a division 
on nursing; both of these are of the nature of com- 
mittees and do not have the power and prestige in the 
nursing world of the independent nursing organiza- 
tions.” 

A small minority of Sisters belong to the American 
Nurses Association and to the League, but are hardly 
numerous enough to make themselves felt as a dis- 
tinctive group; the financial burden a 100 per cent 
membership would impose upon our religious institu- 
tions, because of the rather large annual fees, will 
effectively prevent this. Within the past year a com- 


_ *Editor’s note: The Catholic Hospital Association has thus far not author- 
ized a “nursing division.’’ It has, however, created two Councils on Nursing 
Education, one for the United States and one for Canada and two Advisory 
Committees to the Councils. The function of these Councils and Committees 
are quite different from the “Division of Nursing” of the American Hospital 
Association and an inspection of the records will show that the achievements 
with reference to nursing and nursing education in the two Associations are 
quite dissimilar. The Council on Nursing Education of the Catholic Hospital 
Association has, it is believed, exercised considerable influence in many 
quarters beyond the membership of the Catholic Hospital Association itself. 
The chief function of the Councils on Nursing Education of the Catholic 
Hospital Association is not so much to secure “the power and prestige in the 
nursing world” as rather to exercise a measure of helpfulness to the Sisters 
in conducting the Catholic schools of nursing; to stimulate educational ad- 
vancement among the nursing sisterhoods and among the nurses whose “train- 
ing” these sisterhoods direct. If these results are achieved they will not be 
without their influence upon the nursing world 
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mittee to handle the problems of Sister members has 
been created by the N.L.N.E. and this may help to 
bring about better organized group activity. 


Conventions 

Speaking of organizations naturally reminds us of 
one of their activities — conventions. Here we suffer 
from overproduction —they are becoming a burden. 
Quality rather than quantity should be our watch- 
word, I believe. With local groups meeting yearly, it 
would seem quite sufficient for the national organiza- 
tions to meet biennially. Too many of us are being 
merely entertained, too few benefited, considering the 
enormous expenditure of time and money. 


Studies 

A few words on the subject of studies of national in- 
terest. Since the Goldmark Report of 1923 (6), we 
have had two studies by the Grading Committee (7) ; 
it produced Nurses, Patients and Pocketbooks in 1928 
(8) and the last installments of the last report came 
to us only recently. Had we heeded the recommenda- 
tions of the Goldmark Report, perhaps we should not 
have needed the costly studies which followed; but we 
did not. It remains to be seen whether we heed those 
of the Grading Committee. As the Grading Committee 
reports were widely distributed and are easily acces- 
sible, we need not go into details. The last one is an 
excellent picture of conditions as they existed in most 
schools in 1932, so far as conditions could be deter- 
mined by the questionnaire method. The Grading Com- 
mittee has not yet fully lived up to its name. Will it 
in the future? And if it does, are we ready for the 
grading ? 

The report of the Canadian Survey (9) and that of 
the Lancet Commission (10) are interesting by way of 
comparison. 

The results of a Survey of Public: Health Nursing: 
Administration and Practice is just off the press. It 
too found shortcomings and has its recommendations 
to make. (lla) 

Recent League publications indicate other studies. 
The Outpatient Department in the Education of the 
Nurse (11) came out in 1932. A Study on the Use of 
the Graduate Nurse for Bedside Nursing in the Hos- 
pital (12), The Performance of Student Nurses on 
Tests of Intelligence (13), and The Nursing School 
Faculty (14) were issued in 1933. Other studies on in- 
telligence tests are being made. The Nursing School 
Faculty report resulted from a study made by the 
Education Committee of the League between 1927 and 
1933 and represents the expenditure of much time and 
effort. This Committee is now directing its energies to 
post-graduate courses. The best picture of the situation 
is presented in Miss Stewart’s articles in The American 
Journal of Nursing, June, 1933 (15); other articles 
appear from time to time. 

Pennsylvania recently made a study of student ad- 
mission (16). New York has completed a study of its 
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schools and a pamphlet report is now available (17). 
We quote the closing paragraphs: 

“If the foregoing reforms are instituted, a new conception 
of nursing education will be inevitable. It is not too much to 
say that nursing education is at present almost universally 
‘commercialized’; that is, it is conducted by hospitals, some- 
times mistakenly and sometimes perhaps correctly, under 
the belief that the training school is a profitable investment 
and that the hospital cannot maintain itself without this 
agency of support. Reform in nursing education will never 
come until hospitals are convinced that they are losing money 
by maintaining training schools, or until they are converted 
to the ineluctable principle that no successful training schooi 
can be maintained if the idea of profit to the hospital enters 
into the plans. Nursing education must therefore be ‘Profes- 
sionalized.’ To that end, finally, — 

“Institute a moratorium on admission of new students to 
training schools for the next two years, amend the law to 
provide for a new classification to be known as ‘practical 
nurse,’ revise the requirements for the ‘registered nurse,’ 
study the intricate problem of costs in the complete main- 
tenance of training schools, revise the course of study re- 
quired for the proposed two-year period of hospital training, 
and make it possible for nurses who spend one year in col- 
lege and two years in a training school to go back to college 
and earn a degree with a major in nursing. Issue the license 
of ‘Registered Nurse’ without examination to students who 
graduated from an approved college course of study with a 
major in nursing leading to the degree of B.S. in nursing. 
Before admitting students anew to training schools study the 
nursing needs of various natural geographical divisions of 
the state and limit the number of training schools to be 
registered in the future to those finding college affiliations 
possible and practicable and disposed to deal with nursing 
education on a strictly professional basis.” 

Other states have been making studies of more or 
less interest and value to themselves and their neigh- 
bors. Other studies and pieces of research work are be- 
ing pursued. Numberless problems await investigation 
and solution, but until we have full-time research 
workers, properly financed, available, and until grad- 
uate schools of universities have more nursing students 
preparing for higher degrees, much of it will remain 
unsolved. At present, we work largely on opinions, not 
facts. Many problems of particular interest to Cath- 
olics present themselves, such as historical research on 
the part played by the Church and the religious orders 
in the development of nursing during the Christian 
era; the present status of nursing care for children 
and adults in our orphanages, homes for the aged, 
religious communities, mental institutions, and other 
non-hospital institutions. Scientific problems, closely 
bound up with nursing efficiency, are begging for at- 
tention (18). 

Curricula 

The first Curriculum of the National League of 
Nursing Education was issued in 1917 and quickly be- 
came the basis of curricula throughout the country. It 
appeared in revised form in 1927; we still have many 
knotty problems — curricular difficulties will never 
cease. Doubtless the next issue will include many 
changes. Two recent studies have been completed ; one 
on Social Hygiene for Nurses (19) presented in mimeo- 
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graph form by the League and the other on Social 
Elements in Nursing (20) soon to be issued by the 
League. 

Other Trends 

And so we might go on and on. A glance through 
nursing and related periodicals indicate present activ- 
ities and currents of thought. Passing in jumbled array 
before our eyes as the pages rapidly slip through our 
fingers, we glimpse insurance plans for nurses, scholar- 
ships, setting up of professional registries, hourly nurs- 
ing plans, the Chicago experiment (21a), the eight-hour 
day for private-duty nurses in hospitals, reduction of 
nurse output, state subsidy for our schools, socializa- 
tion of nursing, better clinical facilities for students, 
better methods of teaching, better supervision of their 
practice, better correlation of theory and practice, 
better care of their health, better selection of student 
nurses, five-year courses for nurses, better preparation 
of the faculty, professional and academic courses for 
the graduate nurse, summer courses and institutes, col- 
lege degree as entrance requirement to the school of 
nursing (two schools in the country) ; the need of sub- 
sidiary workers in the hospital, salary of public-health 
nurses, the colored nurse, the male nurse, the need of 
endowments, the separate school budget, the educa- 
tional objective for the school (21), state education, 
state-board examinations, trends in legislation, bad 
distribution of nurses, formation of endless committees 
for the study of this, that, and the other thing. 

To what extent are schools of nursing affected by 
these activities? How many of them are participating 
in progressive movements, how many lagging behind ? 
We do not know exactly, but we do know there is a 
vanguard of better schools with a long, long trail, at 
the end of which lags the school belated 20 to 50 years 
in its thinking, its standards, and its methods. How to 
exterminate such parasites is but one of our numerous 
problems. 

We are acutely aware that our troubles are further 
complicated by the unusual financial conditions of the 
past few years. We have not merely an overproduction 
of nurses — we have an overproduction of all types of 
workers and almost all kinds of supplies. Abject 
poverty in the midst of plenty — it sounds like a para- 
dox! Our own paradox is empty hospital beds and idle 
nurses on the one hand and uncared for sick on the 
other. Have the nurses done anything about it? Well, 
the American Nurses Association participated in the 
Civil Works Service program as it related to nurses 
and it stands ready to codperate further if opportunity 
presents itself (22). 


The Part We Have Played 
We have drawn a picture, inadequate to be sure, of 
the trends in nursing and nursing education. What part 
have we religious played in this march of progress? 
Until recently, our primary aim seems to have been 
the service of the sick; the project of the religious 
community was the hospital, the nursing school its 
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by-products, much as was the case with hospitals 
around us. We do not erect our Catholic parochial and 
higher schools for purposes of service, but for educa- 
tion. Can we say the same of our nursing schools? 
Have they not been erected largely for the patients? 
Aren’t Dr. Horner’s words but too true regarding our 
objectives ? 

In appraising us in their histories of nursing and 
otherwise, lay nurses give us credit for high ideals and 
a sincere desire to serve the sick well. But they have 
never looked upon us as their educational leaders. The 
nursing organizations have been inspired, organized, 
and administered almost entirely by the secular nurse 
of broad vision and a spirit of altruism; such nurses 
have been interested primarily in the welfare of the 
nurse and have felt that her best service could be 
rendered only by making her, first, all that she should 
be. 

Look over nursing texts and references, nursing 
periodicals and activities; we find Sisters playing a 
comparatively insignificant part. Yet, according to 
statistics, we are educating and sending forth nearly 
one fourth (about 22% per cent) of the nurses of the 
country, mainly laywomen; the number of Sister stu- 
dents is comparatively small. Once upon a time prac- 
tically all nursing was done by religious; today, it has 
passed, in this country at least, almost entirely into 
the hands of lay women, religious largely confining 
themselves to the administration of hospitals and the 
administrative and teaching positions in nursing 
schools. Hence, though we are but a small part of the 
total number of nurses in the country, a high per- 
centage of us are holding strategic positions; are we 
utilizing the advantages they afford us, to the full? 

What can we do? What ought we to do? Are we of 
the nursing school and nursing service in a position 
to do what we ought to do? Will our superiors permit 
us? If not, why not? Do they understand nursing 
service and nursing education and its numerous prob- 
lems? If they do not, are we endeavoring to explain 
as tactfully, as carefully, as conscientiously, and as 
persistently as we can, so that they may help us to do 
our very best? If we are not, why aren’t we? Lack of 
moral courage? Indolence? Indifference? Some day we 
must give an account of our stewardship. Let us begin 
to balance accounts now and see.where we stand! 


Self-Examination 


Are we quite ethical in our dealings with everyone 
from the state inspector down to the most insignificant 
little nurse? Are we, the supposedly close followers of 
Christ, failing in a delicate sense of justice, sincerity, 
and truthfulness ? 

Have we an honest school, honest from the bottom 
up? Are we offering an honest course and honestly 
living up to the promises we make our students and 
the enticements we hold out to them in our bulletins? 
Are we parading under the high-sounding name of 
college or university school while, in reality, falling be- 
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low the standards of a good hospital school ? If we are, 
how dare we do it and live a life of deception? A real 
collegiate school means something more than a name 
—it means standards that compare favorably with 
those of a good college—a good program of study, 
well-prepared teachers, not eight hours of daily duty 
in the hospital besides all the classwork, etc. Let us 
clarify our objectives—education for the student 
nurse, service for the patient. They need not clash and 
will not, if we know our business. 

Are we sending out our graduates properly equipped 
to take their places in the vast army of nurses? Do 
they understand not only how to take care of the sick, 
but how to keep the well well? Are they awake and 
alive to their opportunities, their professional obliga- 
tions, the value of organizations, conventions, further 
education, and a spirit of self-sacrificing service? Are 
the potential leaders being developed? Are the remain- 
der being molded into good followers? Too few of our 
Catholic nurses are leaders; what is the matter with 
them — or with us? 

Are we ourselves bearing our fair share of the work 
of nursing organizations and other projects? Why 
should we feel exempt, giving nothing, but benefiting 
by the unselfish labors of others? Example speaks 
louder than words; if we lead by example, our students 
will follow as a matter of course. 

We are hearing much about the value of the psy- 
chological (23) and social sciences in the care of 
patients. That is not new to us. The Church has always 
taught us that man has a mind and is a social being — 
it has gone even further and solemnly declared that he 
has an immortal soul. And has Christ when healing the 
sick not often healed the sick soul also? 

Are we teaching our nurses the value of souls as 
well as of bodies? Do they understand that every 
patient is a child of God, whether he realizes it or not, 
whether he is a Catholic or anything else? Do they 
have a tender but wholesome sympathy for his suffer- 
ings, do they respect his dignity as man, understand 
his potentialities and his rights? Do they know, not 
only how to watch his tottering steps back to health, 
but how to guide his groping spirit into the realm of 
eternity and hand him safely into the arms of a wait- 
ing God? 

Are we doing our very best to accomplish this? Are 
our courses in science, in the nursing arts, in ethics, in 
religion, in sociology, in psychology, all that they 
ought to be? 

Don’t misunderstand me. It is not necessary, in order 
to accomplish these things in our schools, that we, 
individually, shine in the limelight, we who are 
supposed to love humility and the silent hidden life. 
If we abhor publicity and wish to remain quiet and 
unknown, this is quite all right, so long as we do our 
work that merits the highest praise and the widest 
publicity! And if we have a taste for mortification and 
penance, it too can be indulged without stint. For 
example, instead of donning sack cloth and ashes, 


HOSPITAL PROGRESS 


379 


write convention papers! Believe it or not, papers are 
one of my big penances — much mental labor and an- 
guish precede their birth. 

There is no natural antagonism between a good re- 
ligious spirit and expert efficiency in any honest busi- 
ness. But a pious religious is not always a good nurse, 
nor an indifferent religious necessarily a poor nurse. 
The road to efficiency is paved not only with high 
ideals, good intentions, and self-discipline, but with 
common sense, hard work, and a certain amount of 
natural ability. 

Good Resolutions 


Are we ready for our good resolutions — specific, 
humble, full of confidence? I am afraid J am offering 
you too many of them — too large a bouquet for your 
ready acceptance. I am afraid it will be necessary for 
you to meditate upon these problems and questions a 
long time and to select one good resolution after the 
other. Well, here they are: 

1. I will acquaint my superiors with the facts re- 
garding nursing education and nursing service, if they 
are not already familiar with them, so that they may 
codperate with my efforts for improvement. 

2. I will strive to develop an honestly efficient 
school, with honest-to-goodness collegiate standards. 

3. I will endeavor to send out well-prepared nurses 
— prepared to care for human beings, children of God, 
not merely “cases” and to care for them as Christ 
would have us do it. 

4. I will endeavor to contribute my fair share to 
nursing education activities — write a good text, con- 
tribute to periodicals now and then, build up a good 
convention paper, do a bit of research in the nursing 
field if I am pursuing higher studies or am otherwise 
in a position to do so, etc. Or at least I will encourage 
others and codperate with them in their efforts, if un- 
able myself to make contributions. 

5. I will endeavor to bear my fair share of the bur- 
dens entailed by membership or office in professional 
organizations. 

6. I will never hinder the good work,of others 
through envy, pride, or selfishness. 


Conclusion 

Well, time is up. We have been meditating 30 min- 
utes. God grant this has sunk deeply into our minds 
and hearts and that it will bear fruit in a thousand 
forms, big and little, during the coming days. This is 
a serious matter — our life’s work — our monument to 
God — our passport to eternity! 

If I have left you a bit breathless and somewhat 
humbled, forgive me, but our meditations should hum- 
ble us, should they not? We have not come before the 
Lord to tell him, like the Pharisee, what fine women 
we are, how virtuous, how much good we do, how 
charitable we are to the poor, how unlike other women 
— how unlike the poor publican crouching humbly in 
the rear of the temple. We cannot afford to see the 
publican leave justified while we, like the Pharisee, 
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come away, the worse for our little visit with the God 
of all Truth, who sees through every bit of sham and 
evaluates each of us, not by what we seem to be, but 
by what we really are. 
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Aims of the Catholic School of Nursing 


THE most important aim of the Catholic School of 
Nursing is to train young women in the Christian ideal 
of charity according to Catholic standards. Above pro- 
fessional skill and scientific efficiency the Catholic 
school must rank religious training and practice. There 
must be in every Catholic nurse worthy of the name a 
sense of dedication that is deeper and finer than rules 
or methods. The work of the Catholic nurse can never 
become a mere “profession” —she must regard it 
always as a vocation of service. This aim will never be 
reiterated too often. It is the very life of every Cath- 
olic school. It is this ultimate end of the school of 
nursing which merges it with all Catholic education. 
The fundamental principle is the alignment of intel- 
lectual achievement with spiritual advance. 

But if the highest aim of the school of nursing is 
spiritual, it is by no means suggested that the profes- 
sional side should be minimized, but rather that a 
more vital interest in the acquisition of the best scien- 
tific development should be insured. The Collegiate 
school of nursing, which is my particular field of dis- 
cussion, has as a professional aim the training of 
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teachers of nurses. If they are to affect the life of the 
schools where they teach, they must themselves pos- 
sess a well-developed understanding of the needs of 
the profession. They must have a broad cultural back- 
ground with the power to stimulate interest in varied 
fields. Their training in the basic sciences must be 
thorough and intelligent, with considerable ability to 
apply their knowledge in practical situations. Finally, 
they must be so conversant with the theory and prac- 
tice of nursing that they will inspire confidence in their 
students. It is the duty of the collegiate school of nurs- 
ing to find women capable of development along these 
lines and to assist them adequately. 

The idea that culture is a frill which is a luxury to 
be enjoyed only by ladies of leisure has, fortunately, 
become almost extinct. We recognize now that a back- 
ground of appreciation for music and art and literature 
is a real necessity for women of broad outlook, *what- 
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ever their field of specialization. To do really success- 
ful work in any hospital situation, one most be attuned 
to all life and be able to make correlations and analy- 
ses which harmonize the hospital with the world which 
needs it. Nothing could be more baneful than a thor- 
oughly abstract school of nursing which takes no ac- 
count of the philosophical and artistic, aesthetic and 
psychological phases of hospital problems. Nursing is 
preéminently a social science. We must be alert to see 
that those who pursue the science, those who teach it, 
are socially trained, for the effect of such training both 
on themselves and on those with whom they come in 
contact. There is besides a mundane consideration 
which must not be overlooked in acquiring cultural 
training. Nurses have been too long criticized for their 
lack of culture. No other standard will tend to raise 
their professional standing so surely as an earnest at- 
tempt to enrich their background. 

An integral part of the nurse’s cultural growth is 
breadth of training in the basic sciences. We are plead- 
ing in collegiate schools of nursing for students to 
spend more time on the college campus pursuing college 
courses at the college level. It is futile to argue at this 
date that chemistry or botany or bacteriology can be 
taught to nurses more effectively in a hospital than in 
a college laboratory. Thorough knowledge of theo- 
retical science will enable any intelligent and inter- 
ested young woman to make desirable applications in 
situations as they arise. Every practical use of scien- 
tific data cannot be taught in any school nor would it 
be desirable. Lawyers and journalists are not taught 
every case they will encounter, but their college train- 
ing will inculcate principles which will enable them to 
solve problems as they encounter them. A narrow 
scientific base is a treacherous foundation for a well- 
educated nurse. Applications of data are, after all, 
specific, and specific cases are isolated and subject to 
change. If the nurse is to be spared the danger of draw- 
ing conclusions based on isolated cases, she must 
realize that generalizations in science are developed 
only after collection of data from numerous instances. 
She must really know more theory than practice of 
the sciences. Science grows every day and if the nurse 
is not to be left far behind in the dynamic world she 
must be ready to evaluate new discoveries and to criti- 
cize them from an exact knowledge of true science. 
Teachers such as we hope to develop in our collegiate 
schools of nursing, by a faculty trained in research, 
should be able to recognize the problems involved in 
particular hospital situations and applications. 

The collegiate trained teacher of nurses is peculiarly 
adapted to her work of stimulation and leadership be- 
cause the schedule provides college work before hos- 
pital practice and after it.* Greater understanding is 





1Editor’s note: The author is here referring to the program for a bachelor’s 
degree in nursing which has been adopted at St. Catherine’s College, a plan 
which is followed by other institutions also. The entrance requirement for 
admission to a school of nursing conducted according to this plan is the com- 
pletion of one year of college in a prenursing curriculum or at least of one 
year of college studies. Then follow the three years or approximately that 
time devoted to nursing studies and these in turn are followed by an addi- 
tional year of collegiate studies chiefly cultural. At the end of this five-year 
period the nurse is given her certificate and the degree of bachelor of science 
in nursing. 


HOSPITAL PROGRESS 


381 


thus brought to the hospital work at the outset, and 
better recognition of its problems is the focus of atten- 
tion in the final college year. Heretofore, the collegiate 
course for nurses has been directed primarily for teach- 
ers and nurses and special administrators. At no very 
distant day, most nurses will require the kind of train- 
ing now exacted of the leaders. It seems to be a settled 
matter that a woman of greater education and intelli- 
gence can dispose of routine work more effectively and 
rapidly than a less well-trained student. There need be 
no fear that bedside care will be less sympathetic and 
efficient because the nurse enjoys symphonies and un- 
derstands Millikan’s latest work on cosmic rays. 

These are the things we mean to have our collegiate 
schools of nursing do: broaden the cultural back- 
ground, strengthen training in the basic sciences, cor- 
relate nursing with the general field of education. 
None of these things can we do unless our whole course 
is permeated with the truest Catholic philosophy. 
There are no higher and finer ideals than those of 
truth, justice, and right living, and these ideals are 
commensurate with the keenest intellectual training. 
When we invite students to our schools because of our 
religious ideals, we do not mean that we are willing 
for them to lose in our education the least advance in 
professional skill. Rather, our schools should give a 
more thorough training because they are more ideal- 
istic. 

What we mean to do, is our aim. Perhaps it is no 
part of my subject to touch on the realization of our 
aim. May I take just a moment to suggest that with 
ideals that reach even to the stars we cannot achieve 
results unless we are most cautious in our selection of 
people to carry out our ideals. Particularly in our 
collegiate schools of nursing which are at the present 
training the leaders of the profession, we cannot exer- 
cise too great care in allowing students to represent us. 
The acquiring of culture is a slow process if it is to be 
more than skin deep. We must be alert to choose young 
women who are worthy. There are such, plenty of 
them, and we should be willing to wait to find them, 
and to give them time to grow after we have found 
them. 

We cannot achieve an aim unless we understand 
what it is. There is some confusion of understanding 
among our hospital schools of nursing regarding the 
purpose of collegiate schools of nursing. That con- 
fusion will surely lead to superficiality unless it is soon 
dispelled. Mere hospital affiliation with a collegiate 
school, an arrangement by which the hospital is en- 
abled to send the nurses in training to college for a 
science course will not assure the real benefits of the 
collegiate training. There are not now more royal 
roads to learning than there ever were. If the aim of 
the collegiate school is ever to be carried out, there 
must be a sincere codperation with its purposes and 
interest. The hospital staff of instructors must en- 
deavor to show students how to make an intelligent 
use in their hospital practice of scientific knowledge 
and aesthetic developments which they have gained in 
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their college work. The collegiate training is a fully 
planned course leading to the bachelor of science de- 
gree. No smattering of college courses will reach the 
aims which we propose. Lack of facilities and of a 
trained faculty are no excuse for a failure to meet our 
problems squarely. Let there be no sham or pretense 
about our approach to the problem of educational re- 
organization. Change always entails difficulties. Better 
by far to proceed slowly than to name schools col- 
legiate which are not teaching at a college level or to 
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give the impression to nurses that they can receive a 
college education by attending a few classes either in a 
hospital or a college. 

The way of the educator of nurses is fraught with 
difficulties. Seeing her aim is the first step to clearing 
the way. Her true heart will then help her to forge 
ahead to encounter all obstacles resolutely and honest- 
ly, and to reach at last, gloriously, the goal she has set 
for herself. The prize is worth the winning — may we 
all seek it earnestly. 


Prognosis 


THE situation is that the girl upon the completion 
of high school wants to be a nurse. She has neither the 
vision, the inclination, nor the finances for the five- 
year plan, nor in fact for any college work. She enters 
a school of nursing. Here we find that the most 
talented of our students may be classified into three 
groups, namely: (1) the studious, those inclined to 
research; (2) those gifted with executive ability; (3) 
by far the majority, the activity group gifted with 
manual dexterity, the art of using their hands. 

Upon the completion of their nursing courses, the 
members of the first two groups may come to us for 
direction toward advancement. We may find that much 
of their theory has been duplicated. This may be espe- 
cially true if they have some college work prior to 
entering schools of nursing. It is not new for us to say 
that much time and energy would be saved did the 
schools of nursing furnish high schools with a definite 
program for aspirants to schools of nursing. Nor is it 
new for us to say that colleges should furnish schools 
of nursing with an outline and a list of conditions 
upon which they will give credit. 

That the graduate nurses included in Groups 1 and 
2 may develop their talents and fall into their own 
sphere, some plan has to be worked out, for looking 
over the available courses. We find that the opportu- 
nities offered them are few and unsuitable. Consider- 
ation must also be given to personal handicaps, for 
often circumstances make it necessary for the nurse 
to finance her education. 

Our third group includes the high-school girl with 
special adaptability for nursing. Her special power 
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lies in the dexterous use of her hands, when directed 
by Christlike qualities of heart and mind. This it is 
that endears her to her patient, though she may not 
have great intellectuality or the ability to manage. She 
is one who has won and who holds the hearts of the 
public in preference to those individuals included in 
classes one and two. She is the public’s ideal nurse. 

The woman who can get close to her patient, and 
care for the patient, is the nurse whom people expect 
to come from our hospitals, and not the student with 
academic training. Our hospitals have no endowment; 
their work is primarily the care of the sick. If too 
heavy an educational program is forced upon the girls, 
they in turn will be forced to take other means to 
carry on their work, and also give the public what it 
demands, which is someone to care for the sick. 

Since many of our college students come to us and 
duplicate subjects, it would be better for them to start 
their college work at the same time they start in the 
school of nursing. Then after the 28 months which 
has netted them a definite total of college units the 
nurses in classes one and two would continue their 
college career to fit themselves for executive and teach- 
ing positions. The nurses in class three would enter 
the field of bedside nursing, the work for which they 
are best qualified. 

Why cannot our Catholic institutions get together 
for the solving of these vital problems? 








Adulteration and Misbranding of Drugs 


IN my talk before you today, I will deal particularly 
with that phase of our work having to do with the adul- 
teration and misbranding of drugs and medicines. You 
will be more interested in that phase of our work than 
in those activities relating to-the control of foods. I 
shall, however, in some measure touch upon our work 
as it relates to foods.* 

First of all, let me try to picture to you just exactly 
what the functions of the Federal Food and Drug Ad- 
ministration are in the control of foods and drugs, and 
the limitations of our authority. 

The Food and Drugs Act was passed by Congress and 
approved by President Theodore Roosevelt on June 
30, 1906, as the result of the persistent and courageous 
battle waged for many years by the late Dr. Harvey 
W. Wiley and his associates. The law at the time of its 
enactment was unmistakably one of the most forward- 
looking pieces of legislation ever passed by Congress. 
I recall that one critic, referring to it some ten or fif- 
teen years after its passage, described it as one of the 
most beneficent pieces of legislation ever enacted by 
Congress. Certainly its effect has been to bring about 
a very marked improvement in the character, purity, 
and honesty of our national food and drug supply. The 
Chief of our Administration, in his annual report for 
the year ending June 30, 1933, states: 

The end of the fiscal year covered by this report marked 
the completion of 26% years of enforcement of the Federal 
Food and Drugs Act. During that period more than 22,000 
actions under the law have been brought to a conclusion. A 
law which, in the course of more than a quarter century, has 
resulted in more than 22,000 actions for adulteration and 
misbranding of foods and drugs has justified its enactment. 
There can be no doubt that Harvey W. Wiley and nis asso- 
ciates, who framed the present pure food law and fought 
successfully for its enactment, wrought well. 


The Food and Drugs Act 

It will be well to bear in mind the limitations of 
jurisdiction of the statute. The law applies only to 
foods and drugs. Foods are broadly defined as all ar- 
ticles used for food, drink, confectionery, or condiment 
by man or other animals, whether simple, mixed, or 
compound. Drugs are defined to include all medicines 
and preparations recognized in the United States Phar- 
macopoeia or National Formulary for internal or ex- 
ternal use, and any substance or mixture of substances 
intended to be used for the cure, mitigation, or preven- 
tion of disease of either man or other animals; thus a 
product which does not fall within the definition of a 
food or drug which I have just quoted is not subject 
to the law. The jurisdiction of the act applies to foods 
and drugs which are shipped in interstate commerce, 
manufactured, sold, or offered for sale in the District 
of Columbia or the Territories, or which are exported 
from or imported into the United States. For this 
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reason a product which is produced and sold wholly 
within the confines of a state is not subject to the law. 
The Federal Government has no jurisdiction over 
strictly local transactions in food or drug products. The 
scope of the act is therefore plainly defined. Please also 
bear in mind that the Act contemplates action after 
the violation in contrast to a possible licensing system 
or control of manufacture. Later on I will illustrate by 
specific instances. The Act prohibits adulteration and 
misbranding and provides penalties for shipping or sell- 
ing, within the jurisdiction of the Act, adulterated or 
misbranded products. 

Let me at this point make it perfectly clear that 
adulteration as defined in the law is a very broad term. 
I have noticed frequently among those who are not 
familiar with the statute, a tendency to infer that adul- 
teration in food, for instance, merely relates to those 
forms of contamination which are harmful to health. 
As a matter of fact, the addition of a poisonous ingre- 
dient which may render a food product injurious to 
health does constitute an adulteration. We spend in 
excess of one fourth of an annual appropriation of $1,- 
250,000 in supervising and controlling interstate traffic 
in fruits and vegetables to protect the public against 
the marketing of any of these commodities contami- 
nated with arsenical or other poisonous spray residues. 

The Food and Drugs Act is far more than a public- 
health measure. It is economic as well. It prohibits not 
alone adulterations which are dangerous or injurious 
to health; it likewise prohibits adulterations which re- 
sult in debasing a food or a drug product so that the 
resulting article represents a “cheat” rather than a dele- 
terious product. Furthermore, it prohibits, by classing 
as adulteration, traffic in food commodities which are 
filthy, decomposed, and putrid even though the defect 
may not be of a character that is actually injurious. 
Under the law there is authority to proceed against 
adulterated or misbranded foods and drugs by two 
methods: First, by seizing the offending articles them- 
selves and removing same from the market; second, by 
bringing criminal prosecution against the responsible 
manufacturer or shipper. In the case of imported prod- 
ucts, offending articles may be and are denied entry 
into the United States. 


Administration of the Law 


For the enforcement of this statute involving the 
health and economic welfare of 120,000,000 people, 
there is an annual appropriation of about one and a 
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quarter million dollars, and a personnel of something 
short of 600 people. The plan of enforcement is, briefly, 
this: The country is divided into three districts known 
as Food and Drug Inspection Districts. The Eastern 
District comprises, roughly, the Atlantic Coast states ; 
the Central District comprises the Mississippi Valley 
states, and the Western District the Rocky Mountain 
and Pacific Coast states. Each of these districts is 
under a responsible directing head or district chief. 
The districts are then subdivided into what are known 
as station territories, including usually several states. 
At a convenient point in one of the larger cities within 
that station territory, a laboratory known as the Food 
and Drug Inspection Station is located. The Labora- 
tory is equipped for chemical work and is manned by a 
force of chemists, inspectors, and clerks, all under the 
direction of a station chief. In this particular territory 
the Cincinnati Station is located in the post-office build- 
ing. The territory for which the Cincinnati Station is 
responsible is as follows: the State of Ohio except for 
the northeastern corner, two thirds of Indiana, the 
western fringe of West Virginia, and all of Kentucky 
and Tennessee except for the extreme western ends of 
each of these states. 

It is the duty of the station to see that, so far as it 
is humanly possible with the force at its disposal, in- 
terstate and import traffic in foods and drugs is super- 
vised and appropriate action taken in case adulterated 
or misbranded articles are found. 

So much for the background. Undoubtedly you will 
be more interested in specific instances illustrating our 
work and the protection afforded you under the federal 
statute than in a further discussion of the general plans 
of operation. Let me say that in the course of each 
year thousands of foods and drugs are collected and 
carefully analyzed by our various laboratories. The an- 
nual report for the year 1933 shows the collection and 
analysis of more than 47,000 samples of which 22,000 
and some odd represented importations, some 10,000 
informal samples collected and analyzed as a guide for 
our regulatory work, and 15,000 represented official 
samples from interstate shipments. These 15,000 
samples represented the output of more than 9,000 
manufacturers, of whom more than 2,600 were found 
in some degree violative of the statute. The examina- 
tions consisted in most instances of chemical analyses, 
supplemented when necessary by bacteriological, mi- 
croscopic, or pharmacological studies. During the same 
year a total of 2,777 legal actions was inaugurated, in- 
volving 1,153 criminal prosecutions and 1,624 seizures. 
Of the 1,153 prosecutions, 638 were based on inter- 
state shipment of adulterated or misbranded foods, 
453 on adulterated or misbranded drugs, and 62 on 
stock feeds. In the case of seizures, 1,195 covered food 
products, 416 drug products, and 13 stock feeds. One 
must remember, however, that the number of seizures 
and prosecutions is not a complete measure of the cor- 
rective results obtained; as the annual report states: 
Warnings and constructive educational work and the 
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moral effect of regulatory action prevent many viola- 
tions. That more than one fourth of the manufacturers 
given attention were found responsible for some de- 
gree of violation does not indicate that this ratio per- 
sists throughout the industries. Those manufacturers 
are given first attention whose practices, as determined 
by factory inspections or informal exploratory sam- 
pling, give most reason for anticipating violations. Offi- 
cial interstate samples are carefully selected on the 
basis of this knowledge and necessarily show a high 
percentage of violation if sampling is properly directed. 

We are accustomed, in summarizing our work under 
the statute, to divide it into actions against foods and 
actions against drugs. Our food cases divide themselves 
quite naturally into those which involve adulterations 
affecting public health; those involving decency, that 
is to say, products that are adulterated because they 
are filthy, decomposed, or putrid; and those which re- 
present merely economic cheats. Actions against drugs 
are, of course, almost exclusively public-health in char- 
acter. Let me now give you some striking illustrations 
of some of our activities in all these fields. 

Because of your peculiar interest it seems to me I 
can do no better, as a beginning, than to tell you some- 
thing about our regulatory control of the purity of the 
anesthetic ether supply of the country. The Food and 
Drugs Act makes the standards of the United States 
Pharmacopoeia mandatory as a guide to us in applying 
the law to the products included in that authority. 
The standard for U.S.P. ether, as you probably know, 
provides tests for aldehydes and peroxides and requires 
that the product shall show negative results by these 
tests. Ether is a somewhat perishable article. In the 
course of storage, for reasons not entirely clear to the 
chemist, certain oxidizing effects occur, resulting in 
time in the formation of both aldehydes and peroxides 
as well as certain other impurities such as excessive 
acidity. Just what the physiological effect of these im- 
purities on a patient undergoing anesthesia are, I think, 
is a matter open to question. A very recent article by 
Gold and Gold in The Journal of the American Medical 
Association, published last month, concludes that the 
evidence of damage to the patient from anesthetic 
ether containing these impurities is not persuasive. I 
am not qualified to express an opinion on this point. 
Certainly I think there will be few who disagree with 
me when I say that the individual undergoing an opera- 
tion is entitled to have used in his case the purest ether 
that is attainable. It is not the duty of the Food and 
Drug Administration to reason about the propriety of 
the tests laid down in the Pharmacopoeia. As I have 
said, these tests and standards are mandatory under 
the act. It is our obligation to see that the product as 
shipped in interstate commerce under the label “U.S.P. 
Ether” is in every respect in accordance with the purity 
standards laid down by the Pharmacopoeia. Some years 
ago it was an alarmingly usual thing to find positive 
tests for aldehydes and peroxides in a large percentage 
of the samples of ether examined. Enormous seizures 
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of the product were made. The result was a stimula- 
tion of interest on the part of manufacturers in the 
development of methods of manufacture and packaging 
which would insure the receipt of ether by the hospital 
or physician in a condition fully complying with the 
requirement of the Pharmacopoeia. That this cam- 
paign has been highly successful in improving the 
quality of the anesthetic ether supply will be indicated 
by a few figures. In 1926 we examined 470 cans of 
anesthetic ether and found 34 per cent not of U.S.P. 
quality; in 1927 we examined 955 cans and found 25 
per cent objectionable; each succeeding year we ex- 
amined increasingly larger numbers of cans of ether, 
giving particular attention to shipments made by 
manufacturers who had previously been found to be 
responsible for the marketing of a product which 
showed deterioration below the U.S.P. standard. In 
spite of the increasing number of containers examined 
— 1,292 in 1928, 3,464 in 1929, 6,189 in 1930—a 
progressively decreasing number of samples were found 
to be deficient in the purity requirements set by the 
United States Pharmacopoeia. In 1928, for example, 
this percentage was 12; in 1929, it was 9; in 1930, it 
was only 5. During the last quarter of the fiscal year 
ended June 30, 1933, out of a total of 625 cans exam- 
ined none failed to meet the Pharmacopoeial require- 
ments and, during that entire year, it was necessary 
for the government to libel but eight shipments of 
ether. The continued pressure of regulatory activity 
under the Food and Drugs Act has resulted in this, that 
firms not properly equipped to manufacture anesthetic 
ether have discontinued the business, leaving it in the 
hands of those who have been willing to adopt the nec- 
essary precautions and install the proper equipment 
for manufacturing a satisfactory article. 


An Instance of Fraud 


Now let me tell you a story illustrative of the com- 
plicated activities necessary in connection with a prob- 
lem of this sort. 

At the close of the world war, the United States 
Army found itself with a large supply of anesthetic 
ether in France which was no longer necessary for use 
in the hospitals of the American Expeditionary Force. 
Some twenty tons of this ether in one-pound tins was 
returned to the United States together with a lot of 
other surplus war materials. It was stored in one of 
the government warehouses from 1918 until 1926 or 
some eight years after the war was over. At that time, 
the Army advertised the fact that they had for sale a 
large supply of deteriorated ether which, although no 
longer suitable for use as an anesthetic, could properly 
be used for technical purposes. The announcement of 
the sale states as a requirement to the successful bid- 
der that he should supply a bond for the observance of 
the condition that the goods, if bought, were not to be 
used for anesthesia. A number of bids were received 
and that of one purchaser was accepted. It was made 
known to the buyer that the ether was deteriorated as 
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a result of its long storage and he executed a bond re- 
quiring him to sell it for such purposes as dry cleaning. 
The successful bidder took the twenty tons of ether 
and had it transported to a private warehouse where it 
lay for several years. He then undertook a complicated 
system of transfer whereby ownership of the ether 
ostensibly passed from hand to hand until finally ship- 
ments of it were made under various names to numer- 
ous hospitals. Several small surgical-supply houses ad- 
vertised in their literature that they had acquired a lot 
of ether bearing the name of a prominent manufacturer 
of this goods and were in a position to offer it at a 
discount price. 

Our Administration caused the seizure and destruc- 
tion of this decomposed ether which was being shipped 
for use in the operating room. Those responsible for the 
offense were prosecuted criminally under the statute, 
but because of the small penalty provided for in the 
law an adequate punishment could not be meted out. 
In this instance, it was possible to secure an indictment 
against the offenders for conspiracy to violate the Food 
and Drugs Act which does carry much more severe 
penalties. This action is at present pending in the 
federal courts. 

Our laboratories are constantly engaged in the ex- 
amination of hundreds of samples of those drug prod- 
ucts used routinely by hospitals and physicians, to de- 
termine whether or not they meet the standards of the 
U. S. Pharmacopoeia or National Formulary or the 
standard of strength which nonofficial products state 
in their own labeling. 

Let me interject at this point that each of you can 
render yourself a service by carefully scrutinizing the 
labels on the packages of drugs you use. When a prod- 
uct complies with the U.S.P. or N.F. you will find that 
fact indicated on the label. On the other hand, there 
are many products that are somewhat similar to the 
U.S.P. or N.F. preparation, but deviate in some par- 
ticulars. A statement showing just what the deviation 
is will be found placed on the label for your informa- 
tion. 

You may be interested in securing additional details 
on many phases of our work. If so, I am suggesting 
that you write the Food and Drug Administration at 
Washington and ask for a copy of our last annual re- 
port. You will find therein rather a detailed description 
of the regulatory actions on drug products. 


Evasions of the Law 

The Federal Food and Drugs Act defines a patent 
medicine as a violation of the law if its labeling bears 
false and fraudulent therapeutic claims. It is not suffi- 
cient that we prove the product is worthless and the 
label claims false — we must go further and prove to 
the satisfaction of the court that the manufacturer 
knew the product would not do what the label said it 
would, and notwithstanding all this, fraudulently 
marketed the preparation. In enforcing this provision 
of the statute we have occasion to investigate several 
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thousand patent medicines each year. One of the out- 
standing cases of patent medicines contested during the 
past year was the shipper of Ban Bar, an alleged dia- 
betic remedy, sold by a Pittsburgh, Pennsylvania, man. 
The preparation is composed essentially of a liquid ex- 
tract of the common weed, horsetail, and retails at 
$12.00 per pint. The government contended in court 
that the label representations to the effect that the 
aiticle is a treatment for diabetes were false and fraud- 
ulent. To establish the falsity of the claims made, 
medical experts, including the eminent Dr. Elliott P. 
Joslin, of Harvard, testified on behalf of the govern- 
ment that the nostrum was utterly worthless for the 
treatment of this disease. The government was also 
able to produce a number of death certificates of vic- 
tims who had relied upon Ban Bar for treatment but 
who had not been successful in remedying their malady. 
Despite such convincing evidence of the utter worth- 
lessness of the nostrum and the fact that reliance upon 
it instead of beneficial treatment was bringing many 
persons to untimely death, the government was unable 
to establish fraud on the part of the manufacturer, that 
is, to prove that he was aware of the worthlessness of 
his product at the time hé represented it as a cure. The 
jury rendered a verdict in the manufacturer’s favor. 
This is one of the reasons legislation is now pending in 
Congress to strengthen the present law. 

In Cincinnati, there are several hundred unfortunate 
persons suffering from the effects of paralysis caused 
by drinking poisonous Jamaica ginger. Thousands of 
other similarly afflicted persons are scattered through- 
out the United States. This outbreak was due to con- 
sumption as a beverage of this illicit product. Here is 
the story: 

There were two distinct outbreaks of this poisoning 
— the first in the eastern half of the United States, the 
second in California. At the start of the first outbreak 
we immediately busied ourselves: All stocks of the 
adulterated so-called “ginger jake” that could be 
located that had been shipped in interstate commerce, 
thereby coming within the jurisdiction of our Act, were 
seized and removed from the market. In all, some 2,000 
gallons of this material in bulk packages as well as 
10,000 small bottles were condemned and destroyed. 
Similar action was taken in a great many cases by the 
prohibition authorities and by state and city officials. 
In addition to destruction of the “ginger jake” we pro- 
ceeded against those persons responsible for its distri- 
bution. In the case of those who distributed it after 
having received the goods from one or the other of the 
sources of supply, no great difficulty presented itself: 
These were found guilty and fined. We admit that a 
fine is an inadequate penalty for a crime of such serious 
consequences. Our Act, however, limits the penalty for 
a first offense to a fine not exceeding $200. Continuing 
our investigation we found there were two separate and 
distinct sources of this ginger, one in Boston, the other 
in New York. The Boston group was responsible for 
the first, largest, and most widespread outbreaks; the 
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New York group was the cause of the latter, more 
limited but still very severe outbreak. 

The ginger was shipped in barrels, labeled simply as 
“Liquid Medicine.” Evidence showed that, while a few 
persons apparently used the extract for medicinal pur- 
poses, the great bulk of the material was consumed as 
an intoxicant. Because the traffic had been carried out 
through the underground channels characteristic of the 
bootleg business and the method of operation was thus 
so well concealed by the primary eastern shippers, it 
took more than two years of continuous and highly in- 
tensive investigation to unearth facts which we felt 
would enable us to bring a successful court action. As 
I mentioned earlier, the penalties that may be imposed 
under our Act are not severe enough for offenses such 
as those committed by the Boston and New York 
operators. It was decided, therefore, to bring actions on 
an allegation of a conspiracy to violate the Food and 
Drugs Act, since the penalties for violating the con- 
spiracy law may be very heavy, an offense of this kind 
being a felony. The two Boston principals were found 
guilty. The company was fined $1,000 and a jail sen- 
tence of two years was imposed on each defendant. The 
jail sentences were suspended by the court, but on the 
basis of evidence acquired by us, and presented to the 
court by the United States Attorney at Boston, the 
suspension in the case of one of the defendants was re- 
voked and this man is now serving his sentence. 

At New York three men were convicted and given 
jail sentences ranging from 17 to 20 months, and fines 
of $2,500 each were imposed on two. These three men 
appealed to the Circuit Court of Appeals, which con- 
firmed the judgment of the lower court. As a result, 
all three, like the Boston man, are now serving their 
sentences. 

Limitations of the Law 

As I have already stated, we have no direct control 
over manufacturing plants or producers. Thus, in many 
instances the public is not guaranteed that protection 
from insanitary practices in food manufacturing plants 
that they have a right to expect. Let me repeat: juris- 
diction under the federal statute exists only after a 
product has been shipped or offered for shipment with- 
in the scope of the law. The detection of insanitary 
practices through inspection in the manufacture of 
food products does not give sufficient warrant under 
the Act for removing offending goods from interstate 
channels. To obtain evidence of contamination that 
will warrant a charge of adulteration within the mean- 
ing of the law, it is necessary to collect representative 
samples of the product and analyze them. This is by 
no means an easy matter. Analytical means have not 
been developed with that degree of refinement needful 
to establish in all instances evidence of insanitary 
handling of a product originating in an insanitary fac- 
tory. 

The difficulties of the situation, as well as the public- 
health hazards involved, are well illustrated by the 
conditions in the fresh crab-meat industry, particularly 
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on the shores of Chesapeake Bay, in Maryland and 
Virginia. Fresh crab meat furnishes a particularly 
favorable medium for bacterial growth. A polluted 
product that may appear entirely sound to the casual 
observer may occasion distressing illness. Despite re- 
peated efforts in previous years on the part of our Ad- 
ministration and co-operating state officials to create a 
recognition of the need for sanitary precautions in the 
preparation of this product, distinctly unsatisfactory 
conditions continued to prevail. During the summer of 
1932 an intensive sanitary resurvey of establishments 
packing crab meat was undertaken with the co-opera- 
tion of the Maryland and Virginia authorities. Drastic 
recommendations were emphasized by the collection 
of more than 300 samples, representing consignments 
already in interstate traffic or about to be shipped. 
Bacteriological examination of these consignments was 
rapidly made, and where a polluted condition was re- 
vealed seizure action was inaugurated. A total of 41 
seizures was made. All of the packing establishments 
in the district, nearly 100, were inspected, most of 
which were found to be in an unsatisfactory condition, 
varying in degree and kind. This campaign resulted in 
a material improvement, but experience has shown that 
such improvement is likely to be sporadic unless con- 
tinued surveillance is maintained during the active 
shipping season. A more effective plan for handling 
this and similar situations is provided in the proposed 
food and drug bill which has been introduced in the 
Congress. 
Poison in Foods 

As I mentioned earlier, we devote something more 
than one fourth of our time to the regulation of fruits 
and vegetables, principally apples, contaminated with 
poisonous spray residues. This is indeed a difficult 
regulatory problem. You will appreciate the size of this 
task when I tell you that a few years ago it was nec- 
essary during a twelve-month period to take seizure 
action against 241 shipments because the products con- 
tained excessive residue. These actions, and the num- 
ber of seizures of each kind made, were apportioned as 
follows: apples, 137; cauliflower, 54; celery, 18; pears, 
12; currants, 8; crab apples, 7; cabbage, 2; cherries, 3. 

Let me assure you, however, that the situation now 
is far from alarming. As indicative of present condi- 
tions it may be stated that during the 8-month period 
between July 1, 1932, and March 1, 1933, which may 
be considered as covering the crop season of 1932, 
3,775 samples of fruits of various kinds were collected 
and examined. Of this number 280, or slightly more 
than 7 per cent, contained arsenic in excess of the world 
tolerance standard of 0.01 grain per pound. From these 
figures it cannot be concluded that 7 per cent of all 
fruit produced would show arsenic in excess of the es- 
tablished tolerance. It is utterly impossible for the 
force of the Food and Drug Administration to examine 
all shipments that move in interstate commerce. It 
therefore becomes necessary to exercise a selective sys- 
tem designed to apply intensive sampling to those ship- 
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ments that may contain excess residue. For this pur- 
pose, extended investigations are carried out in most 
producing regions to ascertain the spray schedules used, 
the efficacy of cleaning methods applied, and other fac- 
tors that may influence the spray-residue content of the 
fruit when it is shipped. The sampling of interstate 
shipments is then directed mainly to lots which as our 
observations indicate, may contain excessive residue. 
We thus conclude, as the result of extensive experience, 
that considerably less than 7 per cent of all interstate 
shipments of fruit exceeds the world tolerance stand- 
ard, and that most of these are apprehended and seized 
before consumption. When it became apparent that this 
Administration was undertaking to remove from the 
channels of commerce by confiscation those shipments 
of fruits and vegetables which bore spray residue of 
lead and arsenic greater than should be permitted in 
the interests of public health, some manufacturers of 
spray materials turned to other insecticides. Several en- 
terprising firms suggested to growers thaa they should 
substitute fluorine sprays for the lead and arsenic. 
Perhaps I should explain at this point, that the suc- 
cessful production of fruits and vegetables today in 
almost every section of the country requires the appli- 
cation of poisonous insecticides to prevent the destruc- 
tion of the crops by the ravages of insects. Methods 
have been developed whereby arsenic and lead can be 
applied to most crops and subsequently successfully 
removed by a washing operation but such procedure 
necessarily adds to the cost of production. It is perhaps 
only reasonable to expect manufacturers of insecticides 
to attempt other means of controlling the infestation. 
The particular manufacturers to whom I have referred, 
in suggesting the use of applications of fluorine told the 
growers that this product was not poisonous and that 
therefore they would be able to relieve themselves of 
the additional expense involved in washing operations 
when lead arsenate is used. It so happened, however, 
that toxicological investigations carried out in the 
West by workers who investigated the effect of fluorine 
occurring naturally in some drinking water, had proved 
beyond question that the continued ingestion of mi- 
nute quantities of fluorine during childhood leads to the 
formation of very seriously defective teeth. Based on 
this work, the Administration was able to promptly 
announce and execute the requirement that fruits and 
vegetables must not contain excessive amounts of fluo- 
rine when they reach the market. Thus, it will be seen, 
the problems of public health involved in the enforce- 
ment of the Federal Food and Drugs Act today quite 
frequently relate, not to the acute poisonous effect of 
ingredients of food as they did in the days when the 
Act was passed, but to those necessitating a careful con- 
sideration of the possible chronic poisoning following 
the continued ingestion of minute amounts of substanc- 
es which do not produce immediate acute toxic effects. 
Let me just mention some of our other activities 
which should be of especial interest to a group con- 
cerned with public-health questions — our vitamin lab- 
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oratory is continuously engaged in examining products 
purporting to contain one or more of the vitamins. Last 
year we made 376 biological assays of drugs and drug 
preparations. An intensive investigation of the sterility 
of ampule solutions for intravenous injection is under 
way. We are studying the bacterial flora of decomposed 
shrimp to determine the source and significance of the 
various bacteria found in some packs of the sea food. 
Many other highly significant problems are being at- 
tacked. 

While it is true that our Act affords a great deal of 
protection in many fields, a large number of consumers, 
unfortunately, have gained the impression that it ade- 
quately protects them against all abuses in the prepara- 
tion and marketing of foods, drugs, and cosmetics. I 
do not believe my discussion here today would be com- 
plete if I were to fail to mention the shortcomings of 
the statute as well as its capabilities. I will, therefore, 
briefly summarize some of the things which the Act 
does not reqwire and thus explain why the department 
has recommended Congress that new legislation in this 
field is necessary. 

Cosmetics : This great class of products is, at present, 
subject to control by no federal statute. Dangerous 
preparations are still being sold, and will continue to 
be foisted on the public until such preparations are 
adequately controlled. The proposed law covers cos- 
metics. 

Advertising: Our Act, while having control over 
labels, has no control over advertising. Unscrupulous 
manufacturers use labels that are not objectionable 
and then build up a demand for their product by un- 
truthful advertising. The proposed law would require 
advertising to be truthful, just as is necessary in the 
case of labels at present. 

Fraud: In the case of a patent medicine, to bring 
a successful action because of unwarranted therapeutic 
claims, we must prove fraud on the part of the manu- 
facturer in addition to proving the preparation will not 
live up to the label claims. The proposed law makes it 
necessary only to prove the medicine will not live up to 
the claims made for it. 

Briefly the proposed law requires all foods, drugs, 
and cosmetics to be properly made, honestly and intel- 
ligently labeled, and honestly sold. 


Proposed Changes in Law 


In closing, let me quote the Committee on Commerce, 
which, when submitting the proposed bill to the Senate, 
said : 

The bill is intended to strengthen and extend the Federal 
Food and Drugs Act of June 30, 1906, as amended (U.S.C., 
title 21, sec. 1-15), popularly known as the “Pure Food Law” 
for which Dr. Harvey W. Wiley labored so long and valiantly. 
Since the passage of that law, profound changes in methods 
of manufacturing and selling foods and drugs have resulted 
from developments in scientific, technological, and economic 
fields. These changes have not been devoid of opportunities 
for the unscrupulous to profit, without contravening the provi- 
sions of the present law, by endangering the public health 
and defrauding the consumer. Court decisions have revealed 
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textual weaknesses in the measure that were not foreseen 
when it was enacted. Very few substantial alterations of the 
law have been provided through amendments to meet its 
demonstrated deficiencies. Yet the confidence the law has in- 
spired in food and drug products imposes a corresponding 
responsibility that it be made adequate to meet modern condi- 
tions. The bill has been prepared with this end in view. It 
preserves all the features of the law that have proved valuable 
in effecting its purpose to promote honesty and fair dealing in 
the sale of foods and drugs. Its principal differences from 
the law lie, first in the elimination of those provisions whose 
terms have compelled the courts to reach interpretations that 
have afforded avenues of escape for the unscrupulous; second, 
extension of its provisions to false advertising and to harmful 
or falsely represented cosmetics; third, an amplification and 
reinforcement of the provisions designed to safeguard the 
public health and to promote honesty and fair dealing; and 
fourth, a strengthening of its procedural provisions better to 
effectuate its purpose. 

While this bill has been drafted primarily as a consumer’s 
measure, it will be of distinct benefit to honest producers, 
manufacturers, and dealers in food, drugs, and cosmetics, 
and to advertising agencies and media interested in promot- 
ing the sales of those commodities, through the curtailment 
of unfair competition resulting from sharp practices. 


New Leper Asylum 


The Franciscan Sisters of Mill Hill Abbey, England, have 
begun the anti-leprous treatment at the new leper asylum 
opened at Buluba, Upper Nile, Uganda, Africa. There are 
three Franciscan Sisters of Mill Hill and three native Sisters 
of Mother Kevin’s Community housed in the new convent, 
a large building constructed of mud and sticks with a grass 
roof. The Sisters have been collecting funds for the erection 
of a small chapel. It is estimated that there are approxi- 
mately 10,000 lepers in this part of the Uganda. 


MIDNIGHT MUSINGS 


(After a visit to the St. Joseph’s Riverside Hospital, 
Warren, Ohio, near midnight) 


Like a consecrated haven 
That brings hope to those who grieve, 
Where some anguished pain is healing 
Or a tired soul takes leave; 
Where a shattered body, — quivering — 
Yields to science probing quest, 
Or a microbe in its travels 
Makes a visit — comes a guest. 


Within that haven — silent, sacred, 
Hallowed by its air of grief, 
Hidden lies the demarkation 
Of the lines of life —so brief: 
And as science blends its wisdom 
To the harmony of life, 
Nature’s moods decry all discord 
And at last — it conquers strife. 


So — within the walls of Wisdom 
Where the intellect hold sway, 

Where the robust or the weakling 
Ofttimes change into decay 

A mysterious thought lies latent 
In that silence —’round a bed, 

Has the savant lost a patient, 
Or has the Master called His Dead. 


— D. Rhys Ford. 








The Necessity for the Development of 
Uniform Nursing Requirements in 


WHILE America is not a particularly easy-going 
nation, yet it is a well-known fact that we, as a people, 
do not cry out, “There ought to be a law against that” 
until things became pretty bad. Not until Chicago’s 
racketeering became an extreme menace; not until 
kidnaping became entirely too popular a diversion; 
not until the depression became really bad, did we do 
something about it.” Perhaps, it is because America 
as a nation is tolerant. It is not a virtue, however, to 
be tolerant to the point of indifference. It is procras- 
tination rather than tolerance to wait until conditions 
become alarming before applying a remedy. 

In the matter of kidnaping, America has taken 
action. The government has at last roused itself to the 
need of control and supervision. How terrible if 
America had waited until one out of every 200 per- 
sons had been kidnaped before awakening to the need 
of interference; how dreadful if it could be said that 
23,000 people were kidnaped every year! 

Yet, the most conservative statistics prove that 
23,000 women die every year in the United States from 
the immediate and remote effects of childbirth. Out of 
every 200 women who become pregnant, one dies. “One 
hundred thousand babies die every year in the United 
States during delivery ; and another hundred thousand 
die in the first four weeks thereafter. We lament even 
yet our terrible loss of human life in the World War — 
but pause and consider: Each year we lose three times 
as many lives as were lost in the World War . . . 
and these losses are largely preventable! But most 
appalling of all, is the sad fact that did we raise a 
Service Flag to the great and noble army of Expectant 
Mothers of America, there would be 23,000 gold stars 
to add each year! But when we furthur consider that 
23,000 numbers the deaths alone and that this figure 
does not include all the thousands of women injured 
and diseased from childbearing ; and that this number 
is entirely apart from the blindness caused by care- 
lessness at the time of birth, we realize that the hos- 
pital world faces a great problem. 

Twenty-three thousand deaths among women be- 
tween the age of fifteen and forty ; thousands of women 
injured through poor obstetrical care; to say nothing 
of the 200,000 babies that are yearly lost, and the 
thousands born blind through the same cause!? 

How this can be, and why it is so, can be answered 
in one condemning sentence: The standard of obstetric 
practice is low! 

All down the centuries, through years and for years 
long since gone, from the time when Eve first presented 
Adam with little Cain and then Abel, the world has 





1De Lee, Dr. Obstetrics for Nurses, p. 17. 
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looked upon childbirth as a natural process and one 
that required a minimum of care. From pre-Christian 
times when woman was looked upon only as man’s 
slave and as little better than the beast of the field 
who bore the burden of its young unattended, the 
labor and travail of maternity have been regarded as 
something which woman was supposed to bear as 
quietly as possible and with as little attention as need 
be. We have the brave stories of the Indian squaw who 
scarcely lost step with the tribe for the trivial labor of 
adding a man-child to the legion. And we know that 
our grandmother had merely the assistance of her 
husband and, perhaps, a courageous neighbor. The 
simple fact that the pioneer woman lived through the 
trying ordeal, produced a family of nine or ten, and 
scarcely even boasted of the fact that she had a physi- 
cian and more often had not, seemed to warrant the 
belief in the trivial nature of labor. It grew to be ac- 
cepted as something that one had to go through with, 
with little or no preparation and certainly not with 
care. From long looking at one fact that many women 
did pull through; lived long healthy lives, and reared 
their numerous offspring to maturity, we lost sight and 
do lose sight of the fact that numerous lives are lost, 
and needlessly so, because of a one-sided view of the 
situation. By our indifference to the matter of child- 
bearing today, we proclaim, if not in very words, at 
least, by our attitude, that since the pioneer women 
of an earlier day got along without a high standard of 
obstetrical care, the women of today can do likewise 
—and more power to her! 

But, every year, 23,000 women die and that many 
again live but are injured and, are therefore, handi- 
capped because of poor nursing care; one hundred 
thousand babies die annually at birth, and ill-formed 
and blind children continue to come into the world for 
the same sad reason. 

Surgery has made a magnificent stride forward in 
the last century. The fact that the pioneer man got 
along with stones in his gall bladder and gangrene in 
his appendix for years untold, is no argument today 
for not advancing surgical technique. Out of its one 
generalized field, surgery, has sprung the eye specialist, 
the nose and throat specialist, the gland specialist, the 
bone specialist, and though science has produced highly 
specialized technicians in every field, it has not yet 
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given to the woman who performs the highest function 
of the race “at the most interesting, most endearing, 
and crucial moment of her life” a specialist who can 
afford her the benefit of protection and safety that is 
hers or should be hers by right divine. For men with 
the best minds, the keenest skill, and a high technique 
have been forced to seek other fields of medical practice 
because the public has scarcely yet recognized with the 
appreciation it demands, the need for specialized 
obstetricians. Always it has seemed to say, any doctor, 
practitioner, or even a midwife is good enough to bring 
a child into the world! 

Kidnaping finally got bad enough for the govern- 
ment to take action; yet 23,000 people have not been 
kidnaped each year. Depression finally sank low 
enough for Franklin Roosevelt to do something about 
it. Is the voiceless warning of 23,000 dead significant 
enough to arouse action in the field of obstetrics? Is 
the sad plight of thousands of post-natal invalids 
sufficient plea? Is the wailing voice of sightless chil- 
dren but a cry in the wilderness? . 

Surely the situation is not as bad as I have seemed 
to paint it, you will say. To which I am tempted to 
reply with the same intonation that we give to that 
expressive phrase, “Oh, yeah?” —very much am I 
tempted to say, “Oh, No-o?” To the mother who can 
afford it, we are giving expert hospital care; but figures 
cannot lie and if 23,000 deaths — many preventable — 
are resulting every year from childbirth, something is 
wrong with obstetrics. 

It may be that these 23,000 are not dying in our hos- 
pitals. More than likely it is only a small minority 
that die during hospital care, but it would seem from 
an intelligent and scientific viewpoint that the require- 
ments for obstetrical care should be twofold. First and 
foremost, prenatal instruction and preparation; and, 
secondly, care during actual labor. 

Wise is the reader of any paper or the speaker on a 
given topic who pauses in his discussion at frequent 
intervals to recall the subject of his discourse. It is so 
easy to wonder from the point. The title given me for 
my paper is, “How to Develop Uniform Nursing Re- 
quirements in Obstetrics.” I hope I have been paving 
the way to answer this problem. But, first the question 
arises — what requirements shall be demanded in the 
obstetrical field ? 

Each hospital of this modern day and age has, no 
doubt, a course of procedure in obstetrical nursing 
which it considers expert and, perhaps, without flaw. 
Each hospital very probably follows a routine of serv- 
ice for proper isolation, aseptic care, and technique 
— and, in general, a program of nursing that is above 
reproach. It is not within the scope of this paper to 
determine what is the best and most highly specialized 
obstetrical care in vogue today; but in discussing how 
the best methods of nursing can be standardized and 
made uniform throughout the hospital world, it might 
be well to call attention to this fact: the best obstet- 
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rical nursing in the world will do very little to lower 
childbirth mortality unless the first requirement, that 
of instructing the expectant mother how to prepare for 
maternity, be taken care of. For very often, it is the 
prenatal care or lack of care, that determines the out- 
come of labor. 

It is, perhaps, in the social-service department that 
the real work of raising the standard of obstetrical 
nursing can be achieved; for it is the social worker 
who can best come in contact with the ignorant mother 
and tell her how to prepare for childbirth and how to 
care for her offspring. Unless a hospital has in its clinic 
or social-service department a means of reaching out 
to the poor, ignorant, and unfortunate women, who in 
the seclusion of dark and dingy tenament houses are 
contributing to the death rate among mothers and to 
the list of sickly, blind, and deformed children, and to 
the number of invalids daily, weekly, and monthly, 
piling up statistics that point to a low standard of 
obstetrical practice — unless a hospital is taking care 
of this phase of the subject, it is not fulfilling its duty, 
its full duty, to the mothers of America. 

So now we come to the crux of our problem, “How 
to Develop Uniform Nursing Requirements in Obstet- 
rics.” First: Look the situation and facts clearly in the 
face. There are two major requirements: 

I. Prenatal Care, which includes instruction and 
preparation for motherhood before and during labor. 

II. Post-natal Care, which begins at the birth of the 
child and continues with a follow-up procedure that 
takes care of both mother and infant until both are 
well advanced on the happy road of health. 

These two requirements and these two alone —al- 
though they include a vast amount of science and work 
— these two alone can achieve safe motherhood and a 
high standard of obstetrics. 

There are eminent doctors, today, fine able-minded 
men who would be glad to give brain and energy and 
time to both of these problems if the work and profit 
involved justified the expenditure of the time it would 
take. It is not that doctors have been blind to the fact 
that making obstetrics safe is as grand and noble an 
undertaking as is making surgery or medication safe. 
If the best of our doctors and nurses could and would 
get together on this problem, an ideal and well-nigh 
perfect system of obstetrical nursing could be evolved. 
Doctors then could and would demand that only super- 
visors who were well fitted for the task — mentally, 
morally, physically, and emotionally — would be in 
charge of obstetrical departments. With these high 
standards established as routine, obstetrics would be 
bound to go forward and safe motherhood with a mini- 
mum mortality would be the inevitable result. 

But again let us state our problem: How can these 
requirements be made uniform? Experience in a 
slightly different field shall teach us: 

We can all well remember — for the time is but re- 
cently passed — when each and every hospital had its 
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own individual requirements for students entering the 
school of nursing. We had in our classes of girls train- 
ing for the nursing profession, eighth-grade graduates, 
pupils from, perhaps, one- or two-year high schools, 
girls of sixteen and girls of seventeen, married, un- 
married, widows. We had students from college 
(rarely) and pupils from a rural sixth grade. And what 
happened? All at once the state intervened and 
created uniform entrance requirements for every stu- 
dent nurse. Overnight, seemingly, a law was promul- 
gated that every student must be eighteen years of age 
and have finished a four-year course of high-school 
work. Flourishing hospitals lamented — the small hos- 
pital groaned — for their nursing schools were being 
depleted ; their ranks were depopulated ; for how could 
a school depend entirely on high-school graduates? 
For a long time the clouds hung thick in the school-of- 
nursing sky, but did the state relent? It emphatically 
did not. It went ahead and demanded more. It insisted 
that college graduates, women holding university de- 
grees, and such graduates alone, be placed in charge 
of these nursing schools. Not only were requirements 
made and standardized for the student nurse, but for 
the superintendent of nurses as well. And did the 
school lose by this movement of the state? Most em- 
phatically it did not! We have a finer army of women 





*Editor’s note: The appeal of the author for the governmental regulation of 
maternity care is unquestionably deserving of a most serious consideration. 
That great good can be achieved by such a procedure is undoubted. On the 
other hand, the appeal which the author makes is so cogent that it should 
stimulate higher standards of medical and nursing care for the mother not 
merely through the coercive force of ordinance and statute but much more 
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in the field of nursing than ever before, for education 
will always elevate ideals.” 

And, it is so in the other fields of hospital work. Not 
the least of the problems in the modern hospital today 
is the furnishing of departments with specialized skill. 
The kitchen must have its registered and college- 
graduate dietitian; the laboratory, its trained techni- 
cian; our clinics have skilled psychiatrists, neurolo- 
gists, and degreed social workers. Why should the 
obstetrical department be the last to claim the atten- 
tion of the state? If supervision by the state were as 
stringent in this field as it is in the other departments 
of the hospital —if supervision by the state directed 
its energy in the social-service department to the keep- 
ing of safe, sound, and high standards regarding pre- 
natal and post-natal instruction ; if the state demanded 
that every hospital reach out through its social-service 
department into the homes of expectant mothers — in 
a short time, obstetrics would take a forward stride, 
abreast with the highest surgical practice of today. 

Until the state sees its duty there will not be the 
uniformity of obstetrical nursing procedure that there 
is in other hospital care; for each hospital can and 
will be a law unto itself in the matter of obstetric 
practice — and the world will continue to count 23,000 
mothers yearly among its dead! 


so through the inspirational and directive force of human interests, motivated 
by the love of motherhood and childhood and particularly by the religious 
motives which an Association like ours should have so much at heart. Not all 
betterment is susceptible of enforcement, by law and the personal character 
of medical and nursing care, if more adequately stressed, should bring the 
relief for which the author so eloquently pleads. 


How to Supply Information for Research 
Carried on by Members of the Staff 


IN all matters which depend on facts concerning 
a patient, naturally the physician practicing in a hos- 
pital turns first to the case record and to the record 
librarian for assistance.* Case records above all must 
represent a true story accurately recorded, supple- 
mented by careful and thorough examination and 
closed with a systematic follow-up. For the case rec- 
ords, there is submitted herewith a form representing 
the elements of a scientific clinical record. 

The record librarian must be especially trained and 
thoroughly qualified. She must see that the records 
are properly assembled and classified, following one 
of the several standard systems approved by the Amer- 
ican College of Surgeons and other accrediting insti- 
tutions. 

It is my own personal opinion that no one standard 
system is best suited for all hospitals. There is a place 
for each one. Probably there is a large place for the 
new standard system of nomenclature developed after 


*Read at the Nineteenth Annual Convention of the C. H. A., Cleveland, 


Ohio, June 18-22, 1934. 


James T. Nix, M.D. 


extensive research and correlation of the practice of 
the large hospitals and institutions throughout our 
country. On the other hand, because of the extreme 
simplicity and flexibility of the new Ponton Alpha- 
betical Nomenclature, which is just from the press and 
not vet distributed to the public, it seems to me that 
this system is by far the most readily adaptable for 
the largest number of hospitals, large and small. The 
first copy of proof sheets is here at our Convention for 
your inspection. 

The new Ponton system, as I see it, has many ad- 
vantages over the others. For example, the alphabet- 
ical arrangement assures simplicity, so that it can be 
used in the hospital of fifty beds as well as in the hos- 
pital of several thousand beds. Adherence to deriva- 
tives from the Latin and Greek Nomenclature as far 
as possible establishes uniformity which can be used 
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with equal advantage in hospitals on any part of the 
globe. The Nomenclature represents the work of Doc- 
tor Ponton, a world authority on this subject, who 
accomplished his work in consultation with the fore- 
most surgeons, internists, specialists, and record libra- 
rians of the United States. The loose-index feature 
makes it especially flexible so that additions may be 
made when necessary. I feel it is not inconsistent with 
my subject to give this appraisal of the new Nomen- 
clature. 

A few words on the unit system: I believe this to be 
practical for a hospital of any size. The Unit System 
means essentially the compilation of all available facts 
pertaining to a given case and their proper arrange- 
ment in one volume. Naturally, the smaller the hos- 
pital, the less complex need its unit system be. Al- 
though in large city and state hospitals it is seldom 
adopted, I think it should be. By this means alone 
many individual case records would supply sufficient 
data for research. There is still so much uncertainty 
in medicine, that in every hospital department with 
properly kept records and an efficient personnel, there 
are innumerable opportunities for research. Whenever 
possible, departmental cross-indexing should be car- 
ried out. I need but mention the grading and group- 
ing of cancer which, although attempted by countless 
authorities, is still unsatisfactory and not uniformly 
accepted. The study of blood reactions, chemically and 
biologically, following operations, and of diseases, be- 
fore, during, or after physiological processes such as 
-menstruation and parturition, opens an immense field 
for research. 

Physiotherapy has just reached the threshold of in- 
vestigation. The bacteriostatic and bactericidal effect 
of the ultra-violet ray and irradiated oils is not well 
understood. Departmental cross-indexing would open 
all of this to the research worker. 


The essentials of a clinical record are herewith ap- . 


pended, and if one but studies this well, it will be 
seen that in each division thoughts promptly arise in 
the trained mind that suggest problems to be worked 
out. Records should be accessible and available. A 
place should be set aside in the record room for study 
of records or in an adjoining medical library. A stenog- 
rapher should be ready at all times to furnish tran- 
scripts of such material as is requested. It may not be 
out of place to quote outstanding thoughts of persons 
in authority on Records: 

MacEachern — Patients forget, records remember. 

Kipling —If she (the record librarian) has knowledge, 
tact, self-mastery, patience, good health, and a broad vision, 
she will be an asset and not a liability to her organization. 

Codman —A brief but truthful record is the greatest com- 
mon diviser of all records. 

Maud Slye— Records should penetrate to and find the 
crucial points in the history of every case. 

Polak — Sequence of symptoms makes diagnosis. 

J. B. Murphy — In 2,000 cases of appendicitis, sequence of 
symptoms gave a positive diagnosis in 1908. 

Miss Frances Benson, Record Librarian, Bryn Mawr — Do 
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Elements of a Scientific Clinical Record 


A. Name, Address, History Number, Previous History 
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not give absent treatment to your record clerk. The staff 
mind should have a case-record conscience. 

Rudolph Matas — When asked for a recommendation of 
one of our graduates for some professional appointment or 
position, I always go back to his clinical records for a proof 
of his ability and efficiency. My test of a good intern is the 
record of his clinical histories. 

C. Jeff Miller— The patient’s safety and the surgeon’s 
protection lie in accurate record keeping. 

Franklin H. Martin — Facts, not recorded, are forgotten. 
Memory is the faculty that forgets. 

The A. B. C.’s of Medical Information: Assemble, Assort, 
Amass, Broadcast through proper medical channels, Correct, 
Correlate, Censor. 

Reverend C. B. Moulinier, S.J.,— “Reports for an ideal 
case history: 

1. Find the facts (relevant, related, and reduced by keen 

abservation). 

2. Filter the facts (in a balanced, trained, reasoning mind). 

3. Focus the facts (on the patient as a most complex and 

individual human biological unit). 

4. Fix the facts (with as much finality as present-day medi- 

cal science makes possible). 

5. Face the facts fearlessly (with all the humanity and love 

of truth that are characteristic of the real scientist).” 








An Unwilling Patient 


IT is difficult to define the word patient. If one ac- 
cepts the derivation as a standard, it would mean a 
willing sufferer — Mais, regardez vous l’ad jective, “un- 
willing,” as my title says. Then this is the story of one 
without pain, physical at least, and as such, I suppose 
not a patient at all in the above connotation. All the 
writer had to complain of was a feeling of discomfort 
in the occipital lobe, commonly spoken of as “the back 
of the head” — but let us remind you, even the least 
sophisticated person “picks up” on his scientific vocab- 
ulary just in self-defense after three weeks of hospital- 
ization. The discomfort experienced in the region of the 
occipital lobe was not sufficiently grave to be mentioned 
in passing even to one’s best friends. Why summon the 
overworked physician ? 

However, it happened on a time when the writer 
wandered into a hospital where she lectured occasion- 
ally and gave mental tests, that she was inveigled into 
having a “house doctor” take her blood pressure. Thus 
was initiated her period of hospitalization with the 
placing of the armband, pumping in air, and thereby 
cutting off circulation. The doctor read the mercury 
column “supported by the blood” and then asked a bit 
significantly, “What do you think your systolic pres- 
sure is?” “About one hundred and seventy,” I replied 
promptly. I wished to make the figure high enough, 
thus justifying my calling him from his regular round 
of duties, for the most part prescribed by different 
members of the staff. He waived a direct reply, but 
next morning when he had learned that I was working 
rather actively, lecturing before large classes in col- 
lege, and occasionally appearing before several hun- 
dred in off-campus lectures, he returned and told me 
my systolic pressure was above two hundred and 
twenty-five. “See a regular physician,” was his advice. 

It would seem that some form of dramatic technique 
is best suited to the development of this sketch Since 
the action is separated by periods of time varying from 
one to two days. Then, only the prologue is enacted. 
But here a difficulty arises. The English drama em- 
ploys a prologue of one scene only. We must employ 
four at least. I turn, therefore, to Schiller’s dramatic 
technique with its four-scene prologue. 

The first scene, which might be called in Schiller’s 
terminology, Prolog, Erster Auftritt, begins with my 
request to see Doctor H. He appeared promptly, ac- 
companied by a spick-and-span floor nurse. Now, I 
have on occasions appeared before a thousand or more 
persons at national conventions and gatherings of one 
or the other sort. I have appeared often before several 
hundred home folk lecturing on psychology in general, 
and especially on fears and worries. These were always 
represented as being things too foolish for any but a 
stupid, a very stupid, person to indulge in. I had for 
several years harbored the idea that fear and myself 
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were at zenith and nadir points of the universe, but 
here I spied the old man occupying the very center of 
the stage. Oh, how wise and concerned both doctor and 
nurse did look! All my courage oozed out. Oh, why 
had I ever consented to come to a hospital! I shall call 
this stage of apprenticeship in patient-dom, Prolog, 
Zweiter Auftritt. 

We must conclude our sketch at the prologue stage 
and wait for the future to develop the acts. Let us 
hope they will either go unwritten or be written with 
the benign words that only a mother would wish to 
employ. Dramatis Personae: the Doctor, Nurse in 
white cap-a-pie, the Unwilling Patient. Properties: the 
sphygmomanometer, or blood-pressure apparatus. Sins 
of which the patient confessed guilt when questioned 
by the prosecuting attorney, the Doctor : lecturing with 
blood pressure in excess of two hundred, slight obesity 
— breathe it softly — being a go-getter, hard worker, 
ambitious, extroverted. “These are the characteristics 
of a person with high blood pressure,” I was told. “To 
many of these counts, if not all, you must,” said, ex- 
plained, expostulated the worthy physician, “plead 
guilty.”” Having once been on the plaintiff side as ex- 
pert witness in a personal-injury case when the doctor 
in question was similarly a witness for the defendant, 
I felt like putting up some defense. There was the 
greater urge to do so since in the injury case “our” 
side won, or the “verdict was for the plaintiff.” Did I 
put up any defense? I did not. I was quite petrified 
upon hearing all my faults recounted and, being petri- 
fied, was concomitantly speechless. Herr Doktor with- 
drew. An hour later a technician appeared bearing glass 
and rubber tubes, scissors, absorbent cotton and various 
other articles on a tray. She also was spick-and-span 
besides being angelic-looking; so I thought. But what 
did she do? She proceeded, still smiling, to cut a neat 
slit from the lower part of my ear, that part which I 
had termed in learned lectures to college sophomores 
— the concha. After extracting as much blood as sup- 
posedly she could use, she took a larger quantity from 
my arm. All this from that angelic-faced technician ! 

Prolog, Dritter Auftritt, may be termed a triple 
tableau, should you prefer. In the first one a white- 
clad nurse silently presents the Doctor with a double 
metal folder incasing sheets of varied colors. Second 
tableau, the Doctor inscribes certain preliminary re- 
ports in the forms of hieroglyphics, esoteric for the 
most part. Hence, being not of the cloth, I can only 
speak of these inscriptions in terms of results. One re- 
sult was the placing of a placard on my outer door. It 
was printed in the categorical imperative and read, 
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“Positively No Visitors.” I was destined to have, how- 
ever, one or two visitors. The third tableau (frequently 
repeated), the quiet, white-robed nurse who tended to 
all my needs and brought in the medication prescribed 
on one of the varicolored sheets. This ministering angel 
never failed to ask, “Are you feeling better?” Had I 
felt better every time I replied in the affirmative I 
should be able to fly without balloon or airship. I was 
- subjectively well when I arrived at the hospital, since 
I was not in pain and felt vigorous. I was really feeling 
too well and hence it did seem an imposition to be ab- 
sorbing the attention of a score of persons. How many 
were there on this case, on part time, of course? The 
physician in charge of the case with another who read 
and reported upon the cardiograms — to be spoken of 
later and which, I must add, proved my undoing — the 
house physicians, who were assigned in groups for day 
duty and others for night duty; the radiologist, the 
pathologist, the pharmacist, the physiotherapist, the 
head nurse in each division, the nurse who had charge 
of me specifically, the superintendent of nurses, the su- 
perintendent of the hospital. The presence of each and 
all was felt, some dimly in the distance, but none the 
less on call in need. For instance, one evening when the 
thermometer was hovering round thirty below, outside, 
a nurse entered and asked me if I were cold. I replied 
mildly in the affirmative, since I had not until then 
noticed the cold. Then, “Do you mind if I use your 
phone to call the superintendent ?” she asked. Her con- 
versation soon brought back the message that there was 
a little trouble with one of the huge boilers, but that 
the chief engineer had said in ten minutes all would 
be well. The speed and the courtesy with which this 
message was carried from the head nurse in the divi- 
sion, to the superintendent, to the chief engineer was 
astonishing. It helped enormously to build up reliance 
on the part of “An Unwilling Patient.” Still it did seem 
too great a strain upon the universe to find so much 
time given to me, potentially or actually, of course. 
Though I felt like a fakir, I did enjoy the rest and care 
which I later found was only too necessary. 

For almost three weeks covering the holiday season, 
I was confined to my room, except during periods of 
chapel services which I went to by elevator. Besides 
I had a Christmas tree of my very own, a distinction 
which I had never before enjoyed. I was permitted to 
read many books which I had wanted to read, and I 
even wrote this sketch. I was truly happy though feel- 
ing that I was a bit of a fakir. This, of course, was due 
to the fact that I was unused to hospitalization and 
that I did not realize until later the gravity of my 
symptoms. My friends sent me letters of regret “That 
I had to be interned at this season.” I was having a 
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wonderful rest. Still I did not understand why all this 
“commotion under cover” about a little blood pressure 
which was “familial” or “due to personality, defect, 
etc.” 

We shall proceed to Prolog, Vierter Auftritt. One 
morning the physician appeared as usual and said, “J 
am going to order a cardiogram, not because I think 
there is anything the matter with your heart outside the 
enlargement due to hypertension present over a long 
period of time, but it would be well to have this read- 
ing as a matter of record.” I thought to myself, This 
is the last chase. He will find out that I am a fakir and 
will write “dismissed” on that mysterious chart. That 
afternoon a technician wheeled an apparatus into my 
room. It looked very portentious. In fact, it seemed for 
the moment to fill the entire room. When an efficient- 
looking woman began to bind zinc electrodes to my 
ankle and both wrists, and then detached radio, tele- 
phone, Christmas-tree electric light and other electric 
connections, I thought my time had come. Her air of 
efficiency increased my fear. “Relax perfectly,” she 
began. “You see this delicate dot of light is driven off 
the picture by even the slightest movement. So lie per- 
fectly still.” I thought of the detached telephone and 
call bell and as philosophically as I could I began to 
resign myself to the Will of the All-Seeing Providence. 
In a very short time I was rewarded with the words, 
“There, that is fine.” I felt relieved, indeed, and as 
pleased as a child who receives his first kindergarten 
star. 

I cannot add another prologue and call it Prolog 
Fiinfter Auftritt, because I find no authority in Schiller 
for such procedure and I am writing while still in- 
terned. I shall have to make the following an appendum 
to the last prologue, thus creating a new dramatic tech- 
nique. Enter the doctor wearing a very serious look, 
indeed. I knew he was worried. He began, “Your labo- 
ratory tests, etc., were all good; blocd tests, fine. You 
remember I read the results of Doctor T’s examination 
of the eye grounds. The results, you will remember 
were very favorable.” I thought he was going to say, 
“Of course the cardiograph record is perfect as I ex- 
pected,” but not at all. Here is about what he said. 
“We find a little myocardial disease, etc., etc.; of 
course, we are disappointed.” Complete rest with some 
medication and some dietary measures to reduce this 
“too, too solid flesh” were ordered. I really have four 
heart maladies, all grave enough; but the skill and 
caution of the physician in charge of the case, the ac- 
curacy of measuring instruments, showing at this early 
date considerable progress owing to rest and medica- 
tion gives me the happy assurance that when Act One, 
First Scene, is enacted, it will not be wholly tragic. 
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Then, kindness is too mild a word to express the 
treatment received by the tired college instructor with 
“Horses (the heart) galloping but still taking strych- 
nine occasionally to relieve fatigue when an off-campus 
lecture loomed up.” Three weeks in bed with orders for 
a prolonged rest at the earliest possible moment has 
been prescribed as a result of the findings of the second 
cardiogram. Thus ends the prologue. Just what Act 
One, First Scene will portray cannot at this stage be 
written. Having taken heart records on students to note 
emotional changes before and after psychological ex- 
periments, I have a faint conception of the significance 
of certain leads, elevations, and depressions, etc. Re- 
flecting upon this prologue, it appears evident that the 
active, subjectively well person is the one who often 
makes a hasty exit as I am told I should have done. 
How far the self-imposed damage can be repaired is a 
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matter which may be embodied in Act One. Doctor H. 
gives a fairly favorable prognosis. Be that as it may, 
the Unwilling Patient has been transformed into a 
Willing Patient. What would just us folks interested in 
a multitude of things, paying little attention to health 
unless there be acute pain, do without that fine hospital 
technique which is developing with keener and finer 
methods from day to day? What would we older folk, 
too busy to know we are really ill do without those 
splendidly trained, efficient, self-sacrificing men and 
women that make up our hospital staffs ? 

I keep saying during these days when I am resting 
after near shipwreck: “Why not ring in earlier and 
give the doctors and nurses a fighting chance to em- 
ploy to best advantage their fine training and the 
splendid hospital equipment at hand?’ Wouldn’t that 
be only playing fair to everyone concerned ? 


The Nurse’s Difficulty in Enforcing Ethical 
Standards in the Obstetrical Operating 


SOME of the most subtle problems that the nursing 
profession has to deal with concern the ethical difficul- 
ties arising in maternity work. The various features 
that precede the actual climax as we see it in the 
obstetrical operating room are for the most part un- 
known to us. These are parts of the social, marital, and 
obstetrical history that are known to practically no 
one but the obstetrician in charge and the patient in 
question. There are times when it is possible for the 
nurse to get only a cursory history, and so frequently 
inaccuracies in the story and inadequacy in the nurse’s 
medical knowledge make it a very difficult feat for her 
to base any conclusion or to formalize in her own mind 
what procedure would be indicated according to the 
reliable Catholic ethics. Very frequently it happens 
that some of these problems are so intangible and con- 
tain so many variable factors that theologians them- 
selves and men of wide experience, after exhaustive 
reading and research, will debate among themselves 
as to the procedure of choice, medically and ethically. 
We have constant examples of this in the routine of the 
hospital, and such everyday occurrences in obstetrical 
practice as Caesarean section, placenta praevia, 
hyperemesis gravidarum, toxemias of pregnancy, 
cardiac tolerance, hemorrhage, and so on, that remind 
all of us of the grave responsibility we have for con- 
sideration. Each such problem has wrapped up within 
it those tremendous questions of the “what,” “when,” 
and “why.” 

The question of ectopic pregnancy is probably the 
most contested question. It is within the memory of a 
goodly number of us when the Catholic hospital organ- 
ization sponsored a campaign requiring of each Cath- 
olic hospital and its medical staff that a pledge be 
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signed by every staff member that under no circum- 
stances would he operate on an unruptured ectopic 
pregnancy. 

Recent research work by the Rev. T. Lincoln 
Bouscaren, a member of the Society of Jesus, working 
at Loyola University and with the approval of His 
Eminence, Cardinal Mundelein, would indicate that 
this aforementioned pledge may be unnecessary, and 
that there are times when a physician may operate on 
a patient with an unruptured ectopic pregnancy.’ The 
various factors involved in reaching this conclusion are 
too numerous to mention here, but they are compa- 
rable to the consideration of Catholic philosophy which 
permits the removal of a pregnant womb, which holds 
in addition to the pregnancy, a cancer or a fibroid 
tumor. 

Here again, the variables in the problem are so 
numerous, and there are so many possible points of 
perspective that after the whole thing is carefully sur- 
veyed, one has almost to come to the simple conclusion 
that experts must guide us. The poet has so truthfully 
said, “Fools rush in where angels fear to tread.” The 
nurse who wishes to hold up her hand and say “halt” 
to the grim surgeon who has started his life and death 

Editor’s note: The reader is referred again to Ethics of Ectopic Operations 
by the Reverend Timothy Lincoln Bouscaren, S.J., for a detailed statement of 
the learned author's views and conclusions. It is not always easy to sum- 
marize in a brief statement such far-reaching conclusions as those formulated 


by Father Bouscaren nor to couch within a short sentence the limiting con- 
ditions under which such conclusions are acceptable. 
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battle in the operating room, must be very sure of her 
ground. If she thinks there is a violation of the ethical 
code of the Catholic Church, it would be well for her 
to slip out of the side door and take council with the 
chaplain. She might find, then that her suspicions were 
poorly grounded, and in most instances, I think, this 
will prove to be the situation. But unquestionably 
there will come times when that which is criminal is 
about to be performed under the guise of surgery of 
necessity, and the scrutinizing, conscientious, intelli- 
gent and sympathetic Catholic nurse must take the 
opportunity of stating the Catholic position and de- 
manding its recognition. 

In a Catholic hospital, the surgical supervisor’s 
problems relative to enforcing Catholic ethical stand- 
ards should scarcely exist, if its medical staff, Catholic 
as well as non-Catholic, are conversant with the tenets 
of the Church in this regard, yes, and not only con- 
versant with the same, but are made to understand 
that the privilege of staff membership rests upon their 
respect and observance of these tenets. 

It may be out of place to mention here that the 
role of the weekly pathological conference enters in 
no small measure into the surveillance of surgical 
obstetrics. Take a case of threatened miscarriage where 
there is bleeding. What treatment shall be instituted 
— packing of the uterine cervix, or curettage? If a 
curettage is elected as the method of choice, then when 
this case comes up at the weekly meeting, the physician 
will be called upon to state and defend his reason for 
that particular choice of procedure. A case of this type 
might escape the vigilant eyes of the supervising nurse, 
but hardly that of the medical staff interested in the 
moral as well as medical morale of the institution. 

A surgical supervising nurse, that is privileged to 
attend the weekly pathological conferences, can readily 
become acquainted with, and gather satisfactory and 
illuminating explanations relative to what might have 
seemed to her to be questionable moral cases of sur- 
gery — and otherwise — and if the explanations offered 
do not seem reasonable to her, she can confer later with 
the Sister superintendent of the hospital, or the Chap- 
lain. This is indeed an excellent opportunity not only 
for sharpening the mental eye of any surgical super- 
visor, who lacks the doctor’s medical background, but 
also aids her to build up a sympathetic attitude and a 
broader outlook, realizing that after all, one line of 
perspective alone never can and never will solve the 
oft harassing and perplexing triangle of moral, medi- 
cal, and legal lines within which the physician must 
cope for the benefit of his patient, and his duty toward 
her. 

It has happened in the past, and it will happen in the 
future, that the obstetrical supervisor will be called 
upon for her verdict in a given case where the prin- 
ciples of moral diagnosis must be applied. That she 
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must be well versed and well instructed in this all-im- 
portant subject is beyond question of a doubt, because 
in her position, assistance through any form whatso- 
ever means “cooperation,” and codperation may mean 
guilt, if the action performed is condemned by the 
principles of sound morality. 

Nurses study chemistry not because they are going 
to be chemists; materia medica, not because they are 
going to prescribe; anatomy and physiology, not be- 
cause they are going to be internists and surgeons, but 
because acquisition of such knowledge enables them 
to give more efficient and intelligent service to both 
patient and doctor. For the same reason they should 
be well versed in the special ethics of their profession, 
not because they are going to be “moralists” but in 
order that they may render more intelligent and really 
helpful and genuine service to the patient, as well as 
squaring their own consciences by knowing the prin- 
ciples of morality involved in a given case — and not 
only knowing them, but also knowing how and when to 
apply them. 

In conclusion we might say that for 1900 years our 
Church has been constantly seeking the truth in all 
things, truth in anatomy and physiology, truth in the 
moral as well as physical sciences, and truth in un- 
ravelling the allegories of Christ. She is not only will- 
ing but dedicated to the task of being plastic enough 
to change when evidences clearly point to the necessity 
of changing her stand in relationship to the uncover- 
ing and enthronement of truth. In all these “changes,” 
however, we are still dealing with the application of 
unchangeable basic principles of morality. Father 
Bouscaren’s Ethics of Ectopic Operations is indeed a 
timely treatise of this phase of a “changing order” of 
thought, pertaining to medical ethics. If we know the 
Church’s teaching and know the stand that she takes, 
we can have the assurance that we know the truth as 
completely as it is knowable. Let us pray God that we 
may have the courage and the character to support her 
in her struggle to make truth and righteousness pre- 
vail. 

It may probably fall to few nurses in their career, 
however long or short it may be, to correct an intended 
wrong in this field we are discussing, but whenever it 
does occur, it is indeed a real satisfaction, a forward 
step, and a feeling that a genuine achievement has 
been registered once again in that great book of noble 
accomplishments. 

Blessed is that hospital and hospital staff that is 
conservative enough to stand as a champion of justice 
and duty and charity toward the helpless, silent little 
life that is awaiting its emergence from the earthly 
vestibule of life into the glorious daylight and sunshine 
of God’s own creation, and thus attain its rightful in- 
heritance of temporal and spiritual rights connatural 
with its being. . 








Communicable Disease in a General 


THERE is in every general hospital the possibility 
of a patient in any department developing an infec- 
tious disease.* Communicable diseases are always 
emergencies. They demand a “first aid” solution to a 
complex problem, and failure to institute early treat- 
ment may lead to multiple contacts. The general con- 
dition of the patient may be such as to prohibit trans- 
fer to the City Hospital for Contagious Diseases, and 
the general hospital must then alter its routine so as 
to provide adequate nursing care for this type of 
emergency. 

Prevention is of paramount importance especially in 
the general hospital. Unless the hospital authorities 
recognize the need and provide adequately for such 
emergencies, medical science cannot hope to discharge 
its full duty in the care of the sick. 

Preventive medicine has had numerous triumphs in 
controlling the factors incident to the development of 
certain communicable diseases. This success is due not 
so much to individual, as to group action in public- 
health associations. Today, epidemics of typhoid fever, 
smallpox, malaria, and yellow fever, are extinct in 
most countries. However, in those diseases dependent 
upon personal control, doctors and nurses, and par- 
ticularly those in general hospitals, must exercise dis- 
cretion and act promptly. When general hospitals are 
adequately caring for their communicable-disease pa- 
tients, they will have reached an important milestone 
in medical science. 

A thirty-hour course of lectures in communicable 
diseases, supplemented by a practical, approved form 
of nursing technique, is of real value to the nurse in a 
general hospital. The objects of such a course should 
be: 


1. To teach the principles underlying prevention and con- 


trol of communicable diseases. 


2. Through a study of causes and symptoms, to help in 
securing an early diagnosis. 

3. To correlate more closely the methods of asepsis with 
general nursing care. 

4. To teach the method of handling communicable di- 
seases in a general hospital, in the home, and in a com- 
munity. 

5. To show the need of educating the public in preventive 
hygiene. 


Teachers should strive intensively to arouse the in- 
terest of every student in this branch of medical dis- 
eases. The fundamentals of this technique of isolation 
should be taught during the first six months of the 
student’s training. 

Experience in the nursing care of communicable dis- 
eases makes the nurse an efficient agent in the pro- 
motion of personal and social hygiene. It enables her 
to be a better nurse, because she will observe more 
readily and intelligently the prodromal symptoms 


*Read at the Nineteenth Annual Convention of the C. H. A., Cleveland 
Ohio, June 18-22, 1934. 
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which precede the onset of most contagious or infec- 
tious diseases. 

With theoretical instruction and some experience in 
nursing communicable diseases, the nurse strengthens 
her ability to practice and to teach preventive hygiene. 
This instruction teaches her the etiology, mode of 
transmission, incubation and isolation periods, and the 
dangers of complications. It teaches her an approved 
method of control —the conscientious application of 
rigorous medical aseptic technique in the isolated area. 

Theoretically, the nurse learns communicable dis- 
ease nursing during this course of lectures. Prac- 
tically, at least, she has this source of power for service 
to which is added the experience gained in general 
nursing. She can use this knowledge and increase her 
experience in a variety of ways in the general hospital 
and in the home. When nursing a patient suffering 
from acute tonsilitis, she uses isolation technique until 
a final diagnosis is made. She learns the value of im- 
munizing agents, the necessity for preventing contacts 
and the need for decreasing the morbidity rate. 
Finally, as a citizen, the nurse’s first responsibility in 
the preservation of health is to prevent and control 
disease. 

The course of instruction in communicable diseases 
has for its objective, the inculcation of personal re- 
sponsibility for disease prevention. Prophylactic nurs- 
ing technique requires great skill and keen conscien- 
tiousness to details. A nurse who can cope successfully 
with the necessary hourly and daily minute details of 
this technique has passed the “acid test” in nursing. 
She is an important factor for prevention of disease, 
the promotion of happiness, and the decrease in mor- 
bidity and mortality rates. 

Each nurse must be able not only to practice a rigid 
technique of isolation, but also to teach others to ob- 
serve its practice in her absence. It is one of her duties 
to teach concurrent and terminal disinfection and the 
means of immunization. She should emphasize the rea- 
son for frequent hand washing, for daily bathing and 
oral hygiene, and for the prevention of the spread of 
droplet infection. Incessant vigilance must be exer- 
cised especially in the wards in a general hospital. 
When the resistance of patients is lowered, they are 
more susceptible to infection. The nurse’s responsi- 
bility as a teacher cannot be overemphasized. She 
should knew what to do; how to do it; why it is 
done. Student nurses on general duty should realize 
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the extent to which they may lessen the number of 
contacts by early recognition of symptoms. 

Communicable diseases are recognized by one or 
both of the following methods: (a) the clinical pic- 
ture; (b) the laboratory diagnosis. It is the duty of 
the resident physician to determine by history and 
examination whether a new patient has a contagious 
disease. If the patient has any early typical symptoms 
or has been exposed to a contagious disease, he must 
be isolated during the incubation period of that 
disease. 

It is equally important to isolate medical or surgical 
patients found to have an unexplainable temperature, 
rash, membrane in throat or nose, or any other sus- 
picious signs until a diagnosis can be made. 

The type of treatment or form of technique used, 
has throughout the ages always been in accordance 
with the cause of the disease. In the treatment of med- 
ical disease, that type classed as “communicable” re- 
quires the most skillful and the most practical tech- 
nique. 

A unit is an infected area which includes the patient 
or patients suffering from the same disease. The area 
includes a bed or a group of beds, chairs, gowns, toilet 
utensils, used for patients in the unit. When possible 
running water is advocated in or near the unit. 

The arrangement of a unit in which medical aseptic 
nursing is practiced is the most economical and prac- 
tical arrangement for the general hospital. We are 
aware of the great progress medical asepsis has made 
during the past twenty-five years in the treatment of 
medical diseases. Since it is so essential a factor in 
medical cases, it is an indispensable asset when nurs- 
ing communicable diseases. Failure to detect and cor- 
rect defective technique may mean an increase in the 
morbidity rate and even in the mortality rate. 

The aim of medical asepsis is: 
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1. To secure effective, efficient, and economic nursing care 

in the general hospital. 

2. To minimize contacts. 

3. To secure maximum nursing care to insure physical and 

mental fitness at the termination of the disease. 

Medical asepsis should be used in the care of all the 
sick, medical, pediatric, or obstetrical. We should con- 
sider medical asepsis as seriously as we do surgical 
asepsis. Such prophylactic technique affords an oppor- 
tunity both to teach and to practice measures which 
emphasize ordinary hygienic habits. It is the keynote 
to cleanliness. It is thoughtful nursing of the known 
or possible source of infection. It is a way of doing — 
in a manner that prevents and protects. 

The underlying principles of prophylactic medical 
asepsis are: 

1. To know the portal of entry and exit of the casual or- 

ganism. 

2. To prepare unit or room where the technic can be main- 

tained. 

3. To be prepared to disinfect dishes, linens, and body 

wastes. 

4. The technic must be reasonable, teachable, rigorous. 

5. To allow not less than five feet space between beds. 

Doctor Richardson, Superintendent of the Provi- 
dence City Hospital, Providence, Rhode Island, says, 
“It is futile to attempt to carry out aseptic technique 
in the care of infectious diseases on the same ward 
unless the patient is always confined to his own unit.” 
He also states that the technique must be rigidly car- 
ried out. 

Mary Elizabeth Pillsbury, Supervisor of the Com- 
municable Disease Pavilion, New Haven Hospital, 
New Haven, Connecticut, says, “When such medical 
asepsis is practiced throughout a hospital, rigorous 
when caring for known cases, modified when caring 
for possible sources of infection, how easily, at any 
time can an acute communicable disease be cared for 
and with what understanding!” 


The Need of Child-Guidance Clinics 


IN a recent book by C. W. Beers, A Mind that 
Found Itself, appears the following statement :* 

There are now 300,000 patients in hospitals for mental 
diseases in this country, and this population is increasing at 
the rate of approximately 10,000 annually. 

Approximately 75,000 new cases are admitted to these in- 
stitutions each year. If the admissions continue at this rate, 
nearly one million of the children and young men and women 
now in our schools and colleges will be committed to a hospital 
for mental disease at some period of their lives. . . . 

Even under the most favorable circumstances, the treatment 
of mental disorders results at present in not more than thirty 
per cent of recoveries. Hence, if society is to secure any great 
relief from the ever-increasing burden of mental disease, 
research must be encouraged and emphasis from now on must 
be placed upon preventive rather than curative efforts.* 





*Read at the 1934 Meeting of the California, Arizona, Nevada Conference 
of the C.H.A., Sacramento, Calif., April 9-12. 

1Quoted by W. A. Kelly, Educational Psychology, Bruce, Milwaukee, 1934 
(page 397). 


The Reverend Stephen J. Keating, M.A. 


If these figures are correct, and there is no reason 
to doubt their accuracy, the problem of prevention 
is one that our schools must attempt to solve. We 
must realize that the so-called “problem child,” the 
unruly child, the retarded child, is more often than 
not a sick child, a child who is mentally sick. In our 
Catholic schools, too often we have permitted the dull 
boy or girl to spend two years or more in the same 
grade in the futile effort to have him master matter 
at a pace that is beyond his ability to maintain. The 
dissimilarity in age between himself and his com- 
panions and the defeatist attitude toward school 
engendered by repeated failures begets a compensatory 
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unruliness which chafes at discipline and glories in 
disobedience. Other types, whose nervous equipment 
perhaps is the product of an inferior heritage plus an 
unfavorable environment, are so emotionally unstable 
that they cannot adjust themselves to the discipline 
and orderliness of schoolroom procedure. Both types 
are borne with patiently until such time as their in- 
vincible stubbornness or incipient delinquency makes 
their continued presence in the classroom a hindrance 
to the progress of their companions. And the only solu- 
tion that their problem offers at present is transfer 
to the public-school system. 

We are not justified in sending these children back 
into the public-school system, absolving ourselves of 
further responsibility for their preparation for life 
with the conviction of their hopeless incorrigibility. 
As exponents of Catholic Action, we cannot cut off 
from the beneficial influences of our ethical and social 
programs those who need its guidance more than any 
others. The Rev. Felix Pitt, in his discussion of a 
paper of Dr. Miller read at the 1929 Convention of 
the Catholic Educational Association, said: 

In the treatment of the mentally retarded and the morally 
delinquent, our Catholic schools in many instances are not 
living up to their responsibility. Too frequently we solve such 
problems by opening the door of the school and sending the 
problems out into the street to survive in any way they can. 
Such a solution usually means ruin to the child thus treated. 
It strikes me that a Catholic school of all schools should take 
a special interest in the problem child. He is the lost sheep 
and Our Blessed Lord tells us that the Good Shepherd leaves 
the ninety-nine to go after the one who has strayed. He tells 
us that it is the sinner that needs salvation rather than the 
just, the sick who need the physician and not the well. If we 
are to observe the Christian spirit we must do even more 
for the retarded and delinquent than we do for the others of 
the little ones of Christ’s flock committed to our care. There 
are indeed many difficulties in the way, and such children try 
the teacher’s patience day after day. In spite of this the 
problem child should be a challenge to the teacher’s ability 
and spiritual outlook upon life and an inspiration arm him 
to save his soul.? 


The teacher, however, should not be left to fight 
this battle alone. If modern preventive medicine has 
made any progress in the diagnosis and treatment of 
retardation and delinquency it should be at the dis- 
posal of the school authorities so that these children 
may benefit by its findings. 

Two cases from my own experience may serve to 
illustrate the point I wish to make. The first of these 
cases is that of a boy, 14 years of age. He was repeat- 
ing the work of the fifth grade and was unable, even 
at that, to meet the achievement of the lowest quartile 
of his class. Testing revealed an Intelligence Quotient 
of 65 and an achievement level at least two grades 
below that of the average for his class. In physical 
development he was below normal for his age. Con- 
sultation with his parents revealed the fact that he 
was given to periods of moodiness and intractibility. 
The child’s mental equipment quite evidently did not 
fit him to pursue with profit the usual school curric- 


2Proceedings of the 1929 Meeting of the National Catholic Educational 
Association. 
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ulum. The only solution for his case was a recom- 
mendation to the parents to transfer him to the special 
school of the city system for “problem” children, a 
recommendation which fortunately was followed. 
Allowed to proceed at his own pace under specialized 
guidance in the tool subjects and given an opportunity 
to satisfy certain aptitudes for manual work, this child 
has shown marked improvement and a much more 
cheerful attitude toward school. But it should not 
have been necessary to transfer him out of our own 
system. 

The second case is that of a boy of twelve years in 
the fifth grade. His teacher reported that for some time 
he had been lifeless and indifferent during the greater 
part of the school day. He seemed to spend his time 
in daydreaming and when aroused and questioned he 
was unable to give any account of what had been 
going forward in the class. At times, however, he would 
rouse himself from his lethargy and proceed to enter- 
tain the class by extremely silly behavior seemingly 
for no other purpose than to center attention upon 
himself. Investigation by the school nurse resulted in 
the discovery that some months previously the child 
had awakened screaming in the night, stating that 
he had seen a man in the room where he slept with 
his younger brother, a statement which, the parents 
asserted, could not be verified. Since that time, the 
mother reported, the boy could not sleep at night. So 
much so, that it was necessary to remove his bed to 
his parents’ room to prevent him from disturbing the 
younger child. Further statements of the parents dis- 
closed the fact that the child was fond of burlesquing 
scenes that he had witnessed in the movies and often 
entertained the family for hours with his comical 
antics. Intelligence tests and previous scholastic 
records revealed a fairly good level of mental ability. 
This child was quite evidently a highly nervous 
youngster facing some severe mental stress which 
might cause permanent impairment of his personality. 
Further diagnosis and treatment was impossible with 
the resources at our command. The mother was asked 
to keep the child at home for some months for rest 
and relaxation and urged to consult expert medical 
advice, a recommendation which, unfortunately has 
not been followed. 

A proper understanding and treatment of these and 
similar cases require the facilities of a Child-Guid- 
ance Clinic. 

The purpose of the child-guidance clinic (I quote from the 
recently published Educational Psychology of Dr. Kelly) is to 
assist in the diagnosis and training of backward, problem, 
and gifted children. It is also the function of the child-guid- 
ance clinic to study the causes and effects of conduct dis- 
orders; to aid in the treatment of children who present prob- 
lems of behavior and irregularities of personality, such as 
disordered habits, emotional abnormalities, unacceptable be- 
havior, troublesome personality traits due to the influence 
of bad environment and unhealthful associations, retardation 
in intellectual development, shortcomings in superior children 
who are not making full use of their endowment, and all the 
varied problems of children who deviate from the normal, 
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whatever the types of deviation. Such disorders are serious, 
not only because of the immediate disturbance they create, 
but also because they represent very often the earliest stages 
of mental disease, delinquency, and social dependency. 
Therefore the aim and purpose of the child-guidance clinic 
is to correct these conditions and tendencies which, if 
permitted to continue unchecked, would influence unfavorably 
the entire development of the individual.* 

It is the establishment of clinics such as these that 
I would recommend to the members of the Catholic 
Hospital Association in conjunction with the superin- 
tendents of schools in their respective localities. 

Some eastern dioceses have already established 
such clinics. Since 1916, St. Rita’s Clinic, has been 
functioning in Washington, D. C., under the direction 
of the capable psychologist and psychiatrist, Dom 
Thomas Verner Moore, O.S.B. Clinics under Catholic 
auspices are also functioning in the Dioceses of Balti- 
more, New York, Brooklyn, and Omaha. 

It may also be objected that we can make use of 
the facilities afforded by state and private clinics. 
Take note, however, that the treatment of the problem 
child involves the question of moral guidance. What 
training has the average non-Catholic medico-psychia- 
tric moral guide in ethics and moral theology? Too 
often they look upon the individual from a material- 
istic, mechanistic viewpoint which classes morality 
with the ever-changing conventions and man as neces- 
sarily determined in his behavior by repeated responses 
of his nervous system to the stimuli of his environ- 
ment. It is essential that the moral guidance given 
to the problem child be in absolute accord with sound 
principles of Christian moral teaching and, unless the 
direction of the child-guidance clinic is in Catholic 
hands, it is extremely doubtful whether we can be 
assured that these principles will guide the treatment. 

If I may be permitted to do so, may I urge upon 
the members of this Association an attentive consider- 
ation of this scholastic problem. The zeal and charity 
which has guided the establishment and maintenance 
of our magnificent system of Catholic hospitals which 
cater to every ill of the human body, will, I feel sure, 
find a solution for this problem in the field of preven- 
tive medicine which may mean salvation to many 
souls. 

While preparing this paper, I wrote to the School 
Superintendents in the four dioceses of this state. From 
the replies received, it seems that Los Angeles is 
the only one which makes any provision for this type 
of treatment. Doctor McNicholas states that 

In Los Angeles we have under the jurisdiction jointly of 
the School Board and Catholic Charities, a clinic, called St. 
Rita’s Clinic, at Queen of Angels Hospital. The medical super- 
vision board of the diocese, a group of doctors paid by the 
diocese, examine our schools and refer them to this clinic 
for service. A department of the clinic has a psychologist and 
psychiatrist who take care of cases within their province; 
however, these two are in attendance only two days a week.* 

It may be objected that the cost of maintaining 


3W. A. Kelly, op. cit., p. 410. 
‘From a letter of Father McNicholas to the writer. 
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such a clinic is prohibitive. Conducted in conjunction 
with other clinical work of a Catholic hospital, I do 
not think it is insuperable. The required staff and the 
procedure ought not to involve an excessive outlay. 
Quoting Doctor Kelly: 

The staff of the child-guidance clinic usually includes the 
following: a psychiatrist, a psychologist, a social worker, and 
a clinical force. . . . The general plan of procedure is fairly 
well standardized. The first step is a statement of the problem 
and of the conditions which require correction. This involves 
a case study and social examination which is made by the 
social worker, implying a very careful study of the personal 
and social backgrounds of the case. The second step is the 
physical examination. The third step is the psychological 
examination, including mental tests, aptitude tests, and edu- 
cational tests. These tests are administered in order to 
determine the child’s intellectual capacity and to discover 
any special abilities or disabilities which he may possess. 
The fourth step is the neurological and psychiatric examina- 
tion. This is made by the psychiatrist who is acquainted with 
the findings obtained in the previous three steps by the other 
members of the clinical staff. This fourth step involves an 
analysis and diagnosis of the problem. The final step is remedial 
treatment, which demands pertinent suggestions for and aid 
in remedial work .and reéducation.°* 


5W. A. Kelly, op. cit., p. 412. 


President Visits Hospital 


Enroute to Washington from the west coast after a vaca- 
tion cruise to Hawaii, President Roosevelt visited Rochester, 
Minn., to pay tribute, in his own behalf and for the Ameri- 
can Legion, to the work of Drs. Charles H. and William J. 
Mayo. At Mayo Park, he laid a wreath on the monument 
erected as a civic memorial to the late Dr. William Worrell 
Mayo, father of the famous Mayo brothers, and first medical 
head of St. Mary’s Hospital when it was established 45 years 
ago. 

Following the American Legion ceremonies at Soldiers’ 
Field, President Roosevelt, accompanied by Admiral Cary T. 
Grayson, White House physician during the administration 
of Woodrow Wilson and a former patient at St. Mary’s Hos- 
pital, made a brief call at St. Mary’s, where he was presented 
to Mother Mary Aquinas, general superior of the Sisters of 
St. Francis of the Congregation of Our Lady of Lourdes, and 
Mother Joseph, superior of the hospital. At Admiral Gray- 
son’s request, Sister William, surgical nurse who attended him 
during his illness, also was presented to the President. 


Sisters Take Over Hospital 


Dedication services were held on August 5 for the formal 
opening of the Arcadia Valley Hospital (St. Mary’s of the 
Ozarks), at Ironton, Mo. Most Rev. J. J. Glennon, D.D., 
Archbishop of St. Louis, presided and delivered the dedica- 
tory address. Following the blessing ceremony, there was a 
concert by the Fredericktown Junior Band, and a speaking 
program, with Rev. Ernest J. Blankemeier in charge. Rev. 
Leo J. Steck, chaplain of St. Mary of the Angels Mother 
House, delivered an address on the work of the Sisters of 
St. Mary in Missouri. Judge Robert Rasche, mayor of Iron- 
ton, welcomed the Sisters and Dr. George Gay, chief of the 
hospital staff, presented the hospital to the Sisters. Dr. S. C. 
Slaughter, of Fredericktown, Mo., delivered a short talk on 
the need for hospitals in rural communities. Benediction 
closed the exercises. Open house was held throughout the day. 
Dinner was served to the clergy at Arcadia College, Arcadia, 
Mo. 








The Medical Social Worker in 
Relationship to the Superintendent 


THE contents of this paper on, The medical social 
worker in relationship to the superintendent of a 
hospital, is a compilation of statements made by expe- 
rienced administrators after organizing and establish- 
ing a social-service department in their respective 
hospitals.* 

The American College of Surgeons in its Manual of 
Hospital Standardization is directing more and more 
attention to the development of social activities in 
relation to the physical care of the patient before, 
during, and after hospitalization. The practice of 
scientific medicine has undergone many changes. New 
resources have, therefore, complicated the life of the 
physician and made it difficult for him to remember 
each patient’s life in detail. Today in order to gain the 
detailed knowledge of his patient’s life, the physician 
seeks the aid of the medical social worker, who 
assembles the detailed information necessary for good 
medical, as well as social treatment. 

Social service in our hospitals had its beginning in 
the desire of forward-looking physicians to achieve 
better and more lasting results in the practice of good 
medicine. They found that social insights strengthened 
their diagnosis, and social adjustments their therapy. 

The reason for the existence of a hospital is the 
patient. Only through him, can the hospital find its 
fullest expression of service. A patient in the last 
analysis, is only a human being either with, or 
threatened with incapacity, physical or mental. He 
represents the cross-section of a human life, indus- 
trial, environmental, economic, social — which has 
conspired to predispose, or contribute to his present 
condition. It is quite necessary, then, to understand 
and to interpret these human dnd social factors as it 
is to appraise technical and biological factors in order 
to secure correct diagnosis, and to guide treatment in- 
telligently and to propose methods of prevention. 


Need for Social Worker 


The demands made by the immediate duties, private 
practice, scientific research, consultations, and teach- 
ing make it impossible for the medical staff to study 
the patient’s social history. All data of a social and 
physical nature are clearly of the greatest importance 
to the doctor. Therefore, it is essential that a medical 
social worker should be available to the physician on 
service in our hospital wards and out-patient depart- 
ments. If social service is not available, it often means 
that the patient is sent home to unfavorable social 
and psychologic conditions almost certain to undo the 
good results of his hospital treatment. 

If in our hospitals, we are permanently and com- 


*Read at the 19th Annual Convention, C.H.A., Cleveland, Ohio, June 
18-22, 1934. 
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pletely to cure the largest number of patients in the 
shortest time compatible, the entire hospital must 
function in the spirit of social service. It is impossible 
to influence the personal family and social conditions 
that are of importance in illness, except by accurate 
first-hand knowledge of them in the environment in 
which they are determined. The administrative depart- 
ment of the hospital cannot understand the study of 
the individual and social situation of a patient without 
the aid of social case work. The patient’s difficulties 
have their roots outside, and can be properly grasped 
only by the study of the patient’s environment and 
relationships outside the walls of the hospital. This 
study is made by the medical social worker in our 
hospital. 

Because every hospital, large or small, is eager to 
have its patients satisfied with the care given them 
and to have them return to their homes, their friends, 
and their neighbors reading the gospel of good health 
and praising that particular hospital where they have 
regained their health, the medical social worker has 
become one of strategic channels through which the 
purposes and policies of the hospital are interpreted 
to the patient and to the community. Every hospital 
is anxious to have its medical staff progressive — and 
have the confidence of the community which it is serv- 
ing, for a hospital’s ultimate value in a community 
health program is not based on whether it ranks high 
or low in the scale of per-capita costs. It is the end 
result of its medical care which determines its worth 
to the community. Therefore, today every superin- 
tendent of a hospital realizes that social case work 
is a means of establishing higher standards in the 
care and treatment of the sick. 


An Asset to the Hospital 


A medical social. worker, given the confidence of the 
superintendent, and taken into the hospital organ- 
ization as an economic responsibility is included in the 
hospital budget. A well-organized social-service depart- 
ment in the hospital is an asset, not a liability. The 
returns may not be in the obvious collection of so many 
dollars and cents—and should not be measured as 
such — but the returns are definitely manifest by the 
essential things — general good will toward the hospi- 
tal — better understanding and increased medical effi- 
ciency. If a department were soundly and correctly 
organized, I believe your economic qualms would 
vanish, for the service is far-reaching. 
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Some superintendents may be wondering how to use 
one worker or a number of workers. There are 
peculiarities of organization which belong to each 
separate institution. Therefore, I have attempted to 
cite three of four functions which are legitimate func- 
tions for a medical social worker. Right here, I might 
state, that if your particular type of organization is 
not-ready to establish a social-service department, a 
medical social worker will with credit, because of 
the very nature of her experience and training, be a 
valuable addition to the personnel as a part of the 
administration of the hospital. 

It is agreed by our experienced directors that the 
best service is rendered to the administration when 
the case-work method is used which implies adequate 
clerical assistance, time for careful and painstaking 
interviews, investigations, and treatment. 

Hospitals, for acute disease, as are the majority of 
the hospitals conducted by the Sisters, cannot keep 
patients until health is wholly restored. Therefore, a 
medical social worker should be at hand to stand by 
those to whom nothing more can be offered by the 
science and art of medicine. She should see that the 
doctor’s orders for supplementary treatment are under- 
stood and made possible of fulfillment. These are some 
of the responsibilities of the social worker, privileged 
to serve in our hospital wards. To continue, first in 
regard to the discharge of patients. 


Discharge of Patients 


Assistance can be rendered in the prompt discharge 
of free or part-pay patients who retain a hospital bed 
long after they have become ambulatory because no 
one has foreseen the probable date of discharge or 
arranged post-hospital care or treatment. The social- 
service department with its resources, its ability to 
understand and coéperate with the patient’s physician, 
his living conditions, resources of family and friends 
and community assets, is the hospital unit best 
equipped to carry the responsibility of formulating 
plans to insure the adequate discharge of the patient. 
These plans, carefully made, will insure the patient 
against a relapse which would necessarily mean re- 
admitting to the hospital for a longer stay —an in- 
convenience to the patient and an added expense to the 
hospital. While the prompt removal of a free patient 
may not mean great reduction in cost or added income, 
it does, however, give a greater extension of service 
to a larger number of patients needing hospital treat- 
ment. In many hospitals the approximate number of 
free days’ care available for patients unable to pay 
for services is fixed by the amount of contribution 
received by the hospital. If the superintendent is able 
to state that a hospital bed can serve two or three 
patients a month without unwisely speeding up their 
departure it furnishes her with very good material for 
publicity purposes which may afford a better oppor- 
tunity for winning greater financial support from the 
public. 
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Admission of Patients 

The social worker may help in keeping the hospital 
beds filled by careful instructions to those on the 
waiting lists, securing their telephone number, obtain- 
ing any change of address and aiding the patient with 
any social difficulty which might keep him from enter- 
ing the hospital on the date assigned. A vacant bed in 
a hospital is a liability. 

Frequent admissions are sought by patients in- 
eligible for care in the hospital because of their place 
of residence or lack of finances. For such a patient 
the social worker can often organize resources within 
his own community and relieve the hospital. In the 
second case mentioned the social worker can often 
arrange to have the money raised to meet the needs 
of the patient and the demands of the hospital. 


Financial Rating 


The social-service worker is an aid to the superin- 
tendent in the financial rating of patients. When an 
individual is ill he does not think of what his treat- 
ment is going to cost or of the months following his 
illness when he is going to have to deduct certain sums 
from his income to pay a debt to the hospital which he 
has almost forgotten. If in proportion to his salary 
the debt is large, the chances are that the patient will 
feel totally incapable of ever making sufficiently large 
payments to even make an impression on the bill and 
so he ceases making any effort to pay the bill at all. 
If, however, the social worker has been able to discuss 
the financial status of the patient with either him or 
his family, arrangements can be made within the hospi- 
tal so that the costs of the patient’s treatment can be 
minimized and his bill scaled to proportions com-. 
mensurate with his earnings. In this way the hospital 
superintendent will be able to realize something on a 
bill which otherwise might bring no yield. It is a 
saving to the hospital to give this matter attention 
at the time of admission rather than to carry on its 
books unpaid bills assumed unwisely by the patient. 

In conclusion, at a meeting of the American Asso- 
ciation of Hospital Social Workers, Dr. McEachern 
stressed this particular point that it is important for 
the social-service department to be a real and an 
integral part of the hospital. He also pointed out that 
there should be a close understanding on the part of 
the administration of the real function of medical 
social case work, adding that the medical history 
should contain, if not a complete social history of the 
patient at least a social summary, properly filed with 
the patient’s medical history. 

In order that the relationship of the medical social 
worker to the superintendent be of the closest, they 
must both codperate in the most cordial way in a 
spirit of mutual confidence based on a deep respect for 
each other’s function, for they are both aiming at the 
same noble ideals, alleviating distress, securing health, 
and helping the patient to regain health and strength 
to assume responsibility after his stay in the hospital. 








The Operation of the Unit Record System 


DURING the past fifteen or twenty years methods 
of handling case records have been given much study, 
and within the last few years a system has been per- 
fected by which all the records of any given patient 
in a hospital are kept as a unit; in other words, all 
the records of that patient are assembled, filed, and 
kept in one folder. This system is called the Unit Rec- 
ord System. 

Under this plan each patient has what is called a 
“unit record number,” which means that a patient on 
his or her first admission to the hospital is given a 
number which is kept for all his subsequent admis- 
sions to the institution, no matter how often he may 
be re-admitted. It would seem advisable to call this 
number the unit history number rather than the reg- 
istration number. Then all the records pertaining to 
the patient designated by that number are filed in one 
envelope or folder, thus producing a complete record 
of his out-patient and in-patient notes. 

As will be understood, such a plan affects every rec- 
ord made in the hospital. “Unit” means one and a cen- 
tral unit system denotes central authority which ex- 
tends to the entire organization. This does not per- 
mit any one department of the hospital to have its 
individual record system. However, there is no reason 
to think that the plan deprives the various depart- 
ments of the hospital from using their own forms; but 
whatever forms they use should be written out in 
accordance with the unit idea, and all should be at- 
tached to the unit record. 

Perhaps the best way to describe the characteristic 
feature of the Unit System is to compare it witht other 
systems in use. In the Report of the Committee on 
Clinical Records of the American Hospital Association 
for 1933, we find a very excellent description of the 
two main systems of medical records in present use; 
namely, the decentralized system and the centralized 
system. 

a) The decentralized system. Under this system the out- 
patient department is managed as an entirely separate 
organization. Patients are admitted to it directly, 
whether they come from the outside or are referred 
from the in-patient department of the hospital. All 
offices and records of the two departments are separate 
and distinct from each other. For such a system a spe- 
cial office in the out-patient department is necessary. 
This office must be equipped with all the filing devices 
and other accessories of a complete department. It 
must be in charge of a trained librarian who not only 
is competent to undertake the mechanical work in- 
volved in the custody of records, but also must be 
capable of doing such indexing and making such re- 
ports as are necessary for the proper audit of the work 
of the department. 

The centralized system. A centralized system of con- 
trol of records requires that the record of the patient 
in all departments of the hospital be one continuous 
record controlled from a central office. It is recom- 
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mended for the following reasons: First, the record of 
the patient is a continuous history controlled from a 
central office of all departments of the hospital and 
available for the use of the physician who is treating 
him, whether he be in the in- or out-patient department. 

The unit system is suitable for all hospitals and 
exceptionally so for the institutions having a stable 
population, although at its installation much planning 
and foresight are necessary as regards space for expan- 
sion of the individual record. The individual record is 
never closed, but always open for the insertion of ma- 
terial and there is always a proper place to insert the 
material. This fact is worth emphasizing. A patient’s 
record under the unit system is really never a closed 
book. We all know that in a medical-records depart- 
ment, there are many reports sent to be filed with the 
chart. It is evident, therefore, that there must be a 
place in the record for the constant insertion of ad- 
ditional reports; for instance, microscopical reports 
which were not complete at the time of the patient’s 
return home. This makes it impossible for a record to 
be filed according to sequence, and it is not practical 
to file each admission as a completed unit on account 
of future visits to various departments of the hospital, 
such as the out-patient department, X-ray department, 
or physical therapy. The sequence of the record would 
be disrupted if each admission were given a separate 
sheet. 

Each hospital should plan to have uniform-sized 
sheets for all their records; this will necessitate the 
use of only full-sized forms. A record made up of many 
different-sized sheets of paper and cards makes a cum- 
bersome chart to handle. A color scheme is helpful in 
finding the different sheets. 

A few words as regards the filing of the various 
sheets may also be of interest. The first sheet or sum- 
mary sheet usually contains all the necessary identifi- 
cation data such as name, unit number, address, age, 
occupation, admitting, and final diagnosis and opera- 
tions, admitting and discharge notes, and in some cases 
a summary of the case signed by the attending 
physician. After this come the out-patient notes (if 
the hospital operates a dispensary), the history sheet, 
physical examination report, progress notes, reports 
of X-ray examinations, consultations, laboratory 
sheets, physical-therapy treatment sheet, diet sheet, 
and nurses’ notes, all filed in their proper places in the 
chart and arranged strictly in chronological order. It 
is obvious that the various other sheets should all be 
placed after the final summary sheet. By this arrange- 
ment, the doctor may be able to see at a glance just 
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WORDS OF LIGHT 

By what process does the psychology of childhood 
merge into that of manhood? Students have struggled 
ever so long to define in plainly contrasting terms the 
mental differences between early and later life, be- 
tween youth and adulthood. Suggestions, numerous 
and penetrating, have been made by scores of investi- 
gators. When all of these suggestions have been formed 
into a composite and this composite has been re- 
analyzed for the common factor contained in all of 
the suggestions, perhaps the one characteristic that 
differentiates sharply the mentality of the child from 
that of the adult is the content of consciousness. The 
child is conscious primarily of the world round about 
him; the man is conscious chiefly of himself. The de- 
gree of self-consciousness — not, to be sure, in the com- 
monly accepted use of that term — progressive, en- 
larging, comprehensive, and profound, marks the de- 
gree of development from immaturity to maturity. 

If this is true of individuals it is true perhaps also 
of organizations. It is most interesting to study the 
increasing assertiveness, the progressive clarification of 
aim and object, and the constantly finer and more 
effective adaptation of means to an end which mark 
the history of active and successful organizations. 
They too progress from childhood to manhood, some- 
times with precipitate velocity in the moment of an 
organization’s crisis; sometimes with laborious and 
painstaking slowness throughout years of routine activ- 
ity. Fortunate is the organization which receives an 
influx of illuminating brilliance through a set of cir- 
cumstances and sometime in its history uses the new 
light for a better understanding of itself and then 
plans its programs in accordance with its own self- 
understanding. 

A light radiant, all-pervasive, and life-giving has 
suddenly, and perhaps even startlingly, pierced into the 
history of the Catholic Hospital Association of the 
United States and Canada. When His Excellency, the 
Apostolic Delegate, on that memorable occasion in the 
Stadium at Cleveland analyzed the character, the 
function, and the organization of the Catholic Hospital 
Association, he shed a flood of light into many an 
organizational zone of darkness or of twilight and 
revealed to us a new and a truer insight into the char- 
acteristics of our own organization. His Excellency 
begins his discussion of this section of his address by 
asserting that “It was obviously advantageous that the 
Sisters’ hospitals should form an Association to con- 
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sider their common problems and to study the methods 
by which they could better serve their patients.” His 
Excellency then derives the unity of our organization 
from the unity of the Church and shows that the Asso- 
ciation has derived strength from the unity of the 
Church. He then stresses the individuality of each 
Catholic hospital: “Each Catholic hospital is different 
not only in its material structure, in its medical staff, 
and its corps of nurses, but also in that indefinable 
something that we might call the character of the hos- 
pital.” This individuality, if overstressed, makes for 
disunion, “yet there is something common,” His Excel- 
lency continues, “to every Catholic hospital. 

These Religious Sisters, whether as members of their 
own communities or as units of the Hospital Associa- 
tion, are engaged in Catholic Action” but not, be it 
noted, Catholic Action as individuals nor as segregated 
groups, for “they have received a commission from the 
bishops of their dioceses to share with them the re- 
sponsibility of ministering to the sick, of offering hos- 
pitality to the poor who need assistance, and of con- 
soling the afflicted. They are attentive to the voice of 
their bishops or their representatives in the diocese. 
The bishops have the responsibility for the sick as well 
as those blessed with good health.” 

These inspiring words were the reason for our Asso- 
ciation’s formulation and the final adoption of two 
resolutions, numbers 25 and 26. In the first of these 
the Association pledges its loyalty to Their Excel- 
lencies, the Most Reverend Bishops, declaring “Its un- 
swerving and emphatic adherence to the principle of 
Diocesan organization, recognizing the unrestricted 
authority of the Bishop in his diocese with reference 
to all Catholic organizations and institutions under his 
jurisdiction and, therefore, with reference to the hos- 
pitals also.” The resolution calls attention to Article 
III of our Association’s Constitution in which our 
Association has explicitly declared its firm adherence 
to the principle of diocesan authority. Article III ex- 
pressly states that the application of our Constitution 
to individual hospitals “Shall in all cases be subject 
to the approval of the Ordinary of the respective dio- 
ceses.” And finally, the resolution, again hearking back 
to the address of His Excellency, the Apostolic Dele- 
gate, reaffirms its recognition “of the status of the 
Diocesan Directors of Charities and of Hospitals, as 
appointees of their respective bishops, and as such, as 
the voice of His authority.” The direction of Diocesan 
Directors, therefore, in matters diocesan and local in 
character “is to be accepted as authoritative.” 

On the other hand, our Association also passed a 
resolution on a previous section of His Excellency’s 
address, namely, the section in which the advanta- 
geousness of an association of Sisters’. hospitals is 
stressed. Just as His Excellency defines the purpose of 
our Association as the study of “common problems 

. and of methods by which they (the Sisters) could 
better serve their patients” so our resolution taken at 
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the last Convention calls attention to “The special 
character of this Association as a voluntary and pro- 
fessional one . interested in the promotion of the 
highest ideals in hospital activity and hospital serv- 
ice.” 

The Nineteenth Annual Convention has caught the 
inspiration of a message from no less an authority 
than His Excellency, the Apostolic Delegate to the 
United States. We owe to him a debt of gratitude for 
having so clearly defined the nature and place of our 
organization. It remains for us to translate His Ex- 
cellency’s directions into practice. We have taken the 
first step in this direction by reaffirming our own con- 
victions in the form of our resolutions. Fortunately it 
has always been the aim of our organization to safe- 
guard first and foremost the full force and efficacy of 
ecclesiastical authority. We could not do otherwise 
and still call ourselves a Catholic Hospital Association 
but henceforth we shall do so with a renewed fervor 
which will spring from the strength-bringing words of 
the representative in the United States of America of 
Christ’s Vicar upon earth. — A.M.S., S.J. 


CHARACTER AND TRAITS OF THE C.H.A. 


The words of His Excellency, the Apostolic Dele- 
gate, with reference to the Catholic Hospital Associa- 
tion influenced the Executive Board to make a de- 
tailed restudy of our Association’s characteristics. 
Reference to this study is made in the minutes of the 
Board Meeting of June 15 (see Hospitat Procress, 
Vol. XV, No. 8, August, 1934, page 363). 

Our Association is defined as being first “not an offi- 
cial but a voluntary Association.” The implications of 
this statement are more far-reaching than is apparent 
at first sight. It is clear that our Association’s mem- 
bership is a voluntary membership. None of the Cath- 
olic hospitals need be or must be a member unless it 
chooses to be a member. No executive or authorita- 
tive pressure is exercised by our Association in re- 
cruiting its members. The motives for membership 
are not external pressure but an internal need for co- 
6peration with other institutions, for a communication 
of mutual strength and for united policies. Each hos- 
pital must convince itself of the desirability of mem- 
bership and must be aware of those advantages in a 
common association of hospitals to which His Ex- 
cellency, the Apostolic Delegate, referred in his Cleve- 
land address. 

Our Association is secondly “not diocesan” but na- 
tional and international in scope and, therefore, third- 
ly, “its chief interest is not in local problems but in 
larger spheres of action.” Again, the implication of 
these characterizations are extremely broad. Our Asso- 
ciation has always sedulously avoided even a sem- 
blance of interference in the government of the groups 
or of the individual institutions which compose its 
membership. It is not the function of our Association 
to forcibly guide individual institutions toward hos- 
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pital betterment; not our function to destroy or even 
weaken the autonomy of groups of hospitals be they 
diocesan groups or groups under the management of 
individual sisterhoods; not our function to interfere 
with the difficulties of individual institutions and to 
assume a judicial or an arbitrative attitude with re- 
spect to disputes. Pressure has been brought ever so 
often upon the officers of the Association to declare 
themselves a standardizing agency for hospitals. We 
have no such function and in the face of recognized 
principles we cannot have such a function. It is not 
our place to lay down special professional require- 
ments for membership for the simple reason that we 
are a Catholic Hospital Association with all that is 
implied in that title. Again, it happens ever so often 
that our Association is called upon, through its officers, 
to express its judgment upon local contests and opin- 
ions in administrative procedure and in public policies. 
On all such occasions the Association has, whenever 
feasible, deferred first and foremost to diocesan author- 
ity and if the seeking of advice has been authorized, it 
has offered such advice again subject to the approval 
of diocesan authority. The function of the Association 
is rather a promotion of such attitudes toward hospital 
excellence as are national in scope in each of the mem- 
ber institutions in the two countries comprising our 
membership. This point is still further elaborated. 

The fourth characterization of our Association is 
stated by the Executive Board to be “not administra- 
tive with respect to any one institution or group of 
institutions but rather promotional and educative.” 
It is the function of our Association not to administer 
policies but to help by education and inspiration, by 
appeal to motives, to formulate such policies as will be 
productive of hospital excellence, of more effective 
service to the community and to individuals in a com- 
munity and to a more comprehensive and broad out- 
look upon community problems. And this it attempts 
to do in all of the fields of hospital administration and 
particularly in all of the fields of Catholic hospital 
administration. 

And finally, the Board reached the conclusion that 
the interest of our organization is not so much in the 
business aspects of administration but rather in the 
professional development of the Catholic hospital. It 
is hard to delimit adequately all that is implied in 
such a statement. The financial status of a hospital 
cannot be ignored when discussing its professional de- 
velopment. Here again, however, the stress should be 
laid not so much upon finances, as such, but rather 
upon finances as a means to an end, the end being the 
better development of the institution for greater and 
more efficient service. 

Anyone who has objectively studied the history of 
cur organization will understand the really fundamen- 
tal value of these characteristics. In the future we hope 
the Association may find it possible to be faithful to 
its character as it has been in the past. If it is true 
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that times are changing and that an Association like 
ours, to remain fully alive, must exercise a measure 
of adaptation, it is also true that that adaptation must 
be effected in accordance with the nature of the adapt- 
ing organization and not in accordance with some con- 
stantly changing and changeable principles. A living 
and strongly self-conscious organization changes with 
changing needs but in itself remains the same. When, 
however, an Association changes radically in principle 
in response to every ephemeral need and fad there will 
soon be no organization to change. 

If those who are clamoring for a new organization 
could be made to realize that principles remain even 
though their application may change and that this fact 
is a guarantee of the progressive usefulness of a living 
group, there will be less need for readjustments but 
ever more and more need for the constant study of 
those conditions which an Association such as ours is 
particularly fitted to understand, evaluate, and to 
remedy. Change without principles means usefulness 
for the day; change with principles means usefulness 
for enduring time. — A.M.S., SJ. 


THE OPERATION OF THE UNIT RECORD 
SYSTEM 


Sister M. Patricia, O.S.B., B.S. 


(Continued from Page 4903) 


what he may desire, and may thus be saved the trouble 
of reading through the whole record, the final sum- 
mary being a complete résumé of the case. 

From the start, provision must be made also for 
adequate storage. In connection with the question of 
storage, I will say that the filing room will never be- 
come a Dead Sea repository, because whereas a cer- 
tain proportion of the records may settle down quietly 
into storage there is always a large proportion in cur- 
rent file. If you will permit me, I should like to quote 
some comments of Miss Babcock of Ann Arbor regard- 


ing three methods of storing charts. She says: 

There are steel storage cabinets, which under the stress 
of active filing become twisted and bent beyond recognition; 
there are paste-board boxes which take up fifty per cent ad- 
ditional filing space, and make filing awkward and slow, and 
usually look like a tornado-swept district, the covers hanging 
like doors to the houses of the homeless families, the records 
truly being the homeless families needing more adequate 
shelter; lastly, there are the open shelves which offer more 
space but present the disadvantage of dust and dirt, especially 
in a basement storage. However, in these days, almost nothing 
is impossible, and as dust-proof rooms are coming into vogue, 
the obstacle along that line may be overcome. 

Having solved what seems to be the big problem of the 
most records in the least possible space, the next item to con- 
sider with the unit system is to allow for the expansion of 
the individual record. This means: do not pack each shelf 
to capacity in the beginning; leave at least four inches to 
every one hundred records, and approximately to every two 
thousand records leave a vacant shelf that will hold about 
three hundred. This will allow for expansion in either direc- 
tion as needed, and wil! save much overcrowding and an en- 
tire shift of records. No file should be filled more than 50 
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per cent of its capacity unless you wish to make an entire 
shift of all cases at intervals. 

There has been considerable discussion as to the 
relative value of the Unit System, and this has led to 
the listing of its disadvantages and its advantages. 
Some of the disadvantages that have been urged 
against it are as follows: It is costly; it delays indi- 
vidual patient handling; it necessitates a heavy outlay 
in old quarters ; it multiplies red tape needlessly. Some 
say also in this connection that general statistics are 
of little value. The advantages, however, seem to far 
outweigh the disadvantages. Among the advantages 
named are the following: The Central Unit System 
economizes space and material; it facilitates statisti- 
cal work; it increases accessibility of information; it 
raises and enforces higher standards of records: it 
gives one a better grasp of the case; it avoids duplica- 
tion; it gives the physician a better knowledge of 
treatment; it raises and enforces higher standards of 
practice; it favors individual research; it minimizes 
needless references. 

One of the most important changes in connection 
with the installation of the Unit System is the adop- 
tion of a master index such as the Soundex or the 
Cardex. In this file the alphabetical index card with 
the following information is used: 


Patient’s Index Card 














Name No. 
Date of Birth Race ‘Date Registered 
Address 

- Reverse 


Department at time _ Discharged from 


Admission to hospital of Discharge hospital 








These methods of filing index cards makes the find- 
ing of a record as quick as a flash. 

In the last months of 1933, our hospital personnel 
decided in favor of the Central Unit System for our 
medical records. We began January 1, 1934. It so 
happens that our admission office is across the hall 
from the medical-records department. On admission 
each patient is asked if he or she has ever been pre- 
viously admitted. If the answer is in the affirmative 
one of the clerks goes to the Soundex file and obtains 
the unit record number. Immediately the record of 
former admissions is brought ext of the filing room 
and sent to the floor with the patient. If a patient 
comes to us for out-patient service, for instance X-ray 
examination, laboratory tests, or physical-therapy 
treatments, he registers in the admission office and is 
given a unit record number. Should he return at a 
later date for admission to the in-patient department 
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all reports of work performed in the various depart- 
ments will be all written out and on file in the central 
filing room and are available for sending to the ward 
with the patient. Each infant born in the hospital is 
given his or her own unit history number. 

We are only in the process of developing the system 
and as we work along, following suggestions, we hope 
to have our work more accurate with the intention of 
improving the quality of our medical records, so that 
they may prove useful for our Staff in caring for the 
sick and afflicted as well as for research purposes. 
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«AMERICAN COLLEGE OF SURGEONS 
Seventeenth Annual Hospital Standardization 
Conference 
October 15 to 18, 1934 


MONDAY, MORNING SESSION, 9:30 to 12:30 
Ballroom, Copley-Plaza Hotel, Boston 


William D. Haggard, M.D., Nashville; Professor of Clinical 
Surgery, Vanderbilt University School of Medicine, and 
President, American College of Surgeons, presiding. 

Chairman’s Address 
William D. Haggard, M.D., Nashville. 

Presentation of Seventeenth Annual Hospital Standardization 

Report 
Franklin H. Martin, M.D., Chicago; 
American College of Surgeons. 

Guiding Fundamental principles for Prepayment of Hospital 

and Medical Services 
Charles A. Dukes, M.D., Oakland; Chief Surgeon, Gyne- 
cological Staff, Samuel Merritt Hospital, and Vice-Presi- 
dent Elect, American College of Surgeons. 

The Development of Periodic Prepayment Plans for Hos- 

pital Care in England 
Sydney Lamb, Liverpool; Executive Secretary, Mersey- 
side Hospital Council. 

The Hospital in Retrospect and Introspect 
Rev. Alphonse M. Schwitalla, S.J., Ph.D., St. Louis; Dean, 
St. Louis University School of Medicine, and President, 
Catholic Hospital Association. 

Future Trends in Hospital Management and Service 
Bert W. Caldwell, M.D., Chicago; Executive Secretary, 
American Hospital Association. 

The Proper Interpretation of Hospital Service 
Newton E. Davis, D.D., Columbus; Executive Secretary, 
Board of Hospitals, Homes, and Deaconess Work, Meth- 
odist Episcopal Church. 

What the Hospital Can Do for the Younger Surgeon 
Witten B. Russ, M.D., San Antonio; Chief Surgeon, Medi- 
cal and Surgical Hospital. 

Principles Governing Relation of Radiologists to Hospitals 


Director General, 
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Arthur C. Christie, M.D., Washington, D. C., American 
College of Radiology. 
MONDAY, AFTERNOON SESSION, 2:00 to 5:00 
Ballroom, Copley-Plaza Hotel 
Standards for Obstetrical Service in Hospitals 
George W. Kosmak, M.D., New York; Consulting Obstetri- 
cian, and Editor, American Journal of Obstetrics and Gyne- 
cology, presiding. 
A Study of Obstetric Complications in the Woman’s Hospital, 
New York, to Establish Proper Standardization for Statistical 
Purposes 
George Gray Ward, M.D., New York; Professor of Ob- 
stetrics and Gynecology, Cornell University Medical Col- 
lege, and Chief Surgeon, Woman’s Hospital; assisted by 
Byron H. Gof, M.D., New York; Attending Surgeon, 
Woman’s Hospital, and Albert H. Aldridge, M.D.. New 
York; Junior Attending Surgeon, Woman’s Hospital. 
Regulations and Control of Obstetrical Practices in Institu- 
tions by Non-Staff Physicians 
Samuel A. Cosgrove, M.D., Jersey City; Medical Director 
and Superintendent, Margaret Hague Maternity Hospital. 
Minimum Standards of the American College of Surgeons 
for the Care of Obstetrical Patients in General Hospitals 
Robert A. Johnston, M.D., Houston; Obstetrician, Her- 
mann, Memorial, Jefferson Davis Hospitals and St. Joseph’s 
Infirmary. 
General Discussion 
Led by James Raglan Miller, M.D., Hartford; Assistant 
Gynecologist and Obstetrician, Hartford Hospital. 
A Round Table Conference will be held as far as time per- 
mits. 
TUESDAY, MORNING SESSION, 9:30 to 12:30 
Ballroom, Copley-Plaza Hotel 
Sterilization of Surgical Dressings, Instruments, and Supplies 
G. Harvey Agnew, M.D., Toronto: Secretary, Hospital De- 
partment, Canadian Medical Association, presiding. 
Observations on Sterilization of Dressings with Specific Ref- 
erence to Sterilizing Chamber Temperatures and their Rela- 
tion to Sterilizer Chart Temperatures and Cu'tures 
Samuel R. D. Hewitt, M.D., Saint John, New Brunswick; 
Superintendent, St. John General Hospital. 
A Scientific Analysis of Steam in Steri'izing, Showine How 
Precision Methods May Be Substituted for the Indefinite 
Methods now in Vogue 
Weeden B. Underwood, Erie; Research Engineer. American 
Sterilizer Company. 
The Fundamental Principles Underlying the Mechanics and 
Technique of Sterilization 
Hurley T. Wyatt, M.S., Madison: Research Department, 
Scanlan-Morris Company and Scanlan Laboratories, Inc. 
Checking and Controlling Postoperative Infections 
Harold L. Foss, M.D., Danville, Pennsylvania; Surgeon-in- 
Chief, George F. Geisinger Memorial Hospital. 
General Discussion 
Opened by Claude W. Munger, M.D., Valhalla; Superin- 
tendent, Grasslands Hospital. 

TUESDAY, AFTERNOON SESSION, 2:00 to 4:00 
Massachusetts General Hospital 
Demonstrations and Round Table Discussions in Hospital 

Standardization and Administration 
Conducted by George H. Bigelow, M.D., Director: and 
Heads of Departments 
Robert Jolly, Houston; Superintendent, Memorial Hos- 
pital, and President, American Hospital Association, pre- 
siding. 
(See special program. ) 
TUESDAY, EVENING SESSION, 8:00 to 10:00 
Georgian Room, Statler Hotel 
Special Session for Hospital Trustees 
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C. P. Curtis, Boston; President, Board of Trustees, Peter 
Bent Brigham Hospital, presiding. 
How I, as a Hospital Trustee, View My Responsibility 
Ida M. Cannon, Boston; Member of Board oi Trustees, 
Cambridge City Hospital, Cambridge. 
How I, as a Hospital Trustee, Discharge My Duties 
Fuller Barnes, Bristol, Connecticut; President, Board of 
Trustees, Bristol Hospital.” 
How I, as a Trustee, Judge the Efficiency of Our Hospital 
How the Trustees of the Hospital Can Promote Public Rela- 
tions 
General Discussion 
Led by Joseph C. Doane, M.D., Philadelphia; Medical 
Director, The Jewish Hospital. 
Motion Picture (Sound) “Good Hospital Care” 


WEDNESDAY, MORNING SESSION, 9:30 to 12:30 
Ballroom, Copley-Plaza Hotel 
Joint Session with Association of Record Librarians of North 
America 
James T. Nix, M.D., New Orleans; Professor of Surgery, 
Louisiana State University Medical Center, and Surgeon, 
Hotel Dieu Hospital, presiding. 
Chairman’s Address 
James T. Nix, M.D., New Orleans. 
The Use of the National Nomenclature 
H. B. Logie, M.D., New York; Executive Secretary, Na- 
tional Conference on Nomenclature of Disease 
Basic Training for a Record Librarian 
Jessie E. Harned, Rochester; Medical Statistician, Roches- 
ter General Hospital. 
Organization and Management of Medical Records Depart- 
ment in a Sisters’ Hospital 
Sister M. Patricia, Duluth; Superior, St. Mary’s Hospital. 
Round Table Conference — Problems Concerned with Clin- 
ical Records, with Special Discussion of Uses of Clinical 
Records 
Conducted by Allan Craig, M.D., Torrington, Connecticut ; 
Medical Director, Charlotte Hungerford Hospital. 


WEDNESDAY, AFTERNOON SESSION, 2:00 to 5:00 
St. Elizabeth’s Hospital 
Demonstrations and Round Table Discussions in Hospital 
Standardization and Administration 
Conducted by Rev. Thomas J. Brennan, Superintendent ; 
and Heads of Departments. 
Malcolm T. MacEachern, M.D., Chicago; Associate Direc- 
tor, American College of Surgeons, and Director of Hos- 
pital Activities, presiding. 
(See special program.) 


WEDNESDAY, EVENING SESSION, 8:00 to 10:00 
Arena 
Community Health Meeting (See special program) 
THURSDAY, MORNING SESSION, 9:30 to 12:00 
Ballroom, Copley-Plaza Hotel 
Round Table Conference 
Conducted by Robert Jolly, Houston; assisted by Malcolm 
T. MacEachern, .M.D., Chicago. 
This will be a clearing house for all questions arising out 
of deliberations of the previous sessions and problems in 
the minds of any present, in addition to a special program 
of fifty important hospital questions. 


THURSDAY, AFTERNOON SESSION, 2:30 to 5:00 
Beth Israel Hospital 
Demonstrations and Round Table Discussions in Hospital 
Standardization and Administration 
Conducted by Charles F. Wilinsky, M.D., Director; and 
Heads of Departments. 
Robert Jolly, Houston; presiding. 
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Report on the Activities of the Council on Nursing Education 

Sister Mary Henrietta, S.S.M., R.N., M.A., Directress of 
Nurses, St. Mary’s Hospital, Kansas City, Mo. 
The Status of Nursing Education in Canada 

Sister Madeleine de Jesus, s.g.c., R.N., Director, Ottawa 
General Hospital School of Nursing, Ottawa, Ontario, Canada. 
Present Trend with Relation to the Catholic School of Nursing 

Sister Berenice Beck, O.S.F., R.N., A.M., Department of 
Nursing Education, Catholic University of America, Wash- 
ington, D. C. 
Aims of the Catholic School of Nursing 

Sister M. Conchessa, R.N., A.M., St. Catherine’s College, 
Department of Nursing Education, St. Paul, Minn. 
Prognosis 

Sister Stephanie, R.N., Directress of Nursing, Mary’s Help 
Hospital, San Francisco, Calif. 
Adu.teration and Misbranding of Drugs and Medicines 

Mr. S. A. Postle, Chief of the Federal Food and Drug 
Station, Cincinnati, Ohio. 
The Necessity for the Development of Uniform Nursing Re- 

quirements in Obstetrics 

Sister Roberta, R.N., De Paul Hospital, St. Louis, Mo. 
How to Supply Information for Research Carried on by Mem- 

bers of the Staff 

James T. Nix, M.D., Hotel Dieu Hospital, New Orleans, 
La. 
An Unwilling Patient 

Sister M. Katharine McCarthy, O.S.B., Ph.D., Depart- 
ment of Psychology, St. Scholastica’s College, Duluth, Minn. 
The Nurse’s Difficulty in Enforcing Ethical Standards in the 

Obstetrical Operating Room 

Sister M. Victoria, R.N., Saint Francis Hospital, La Crosse, 
Wis. 
The Medical Social Worker in Relationship to the Superintend- 

ent 

Sister M. Helen, R.M.S., R.N., B.S., Superintendent of 
Mercy Hospital, Baltimore, Md. 
Communicable Disease in a General Hospital 

Sister Aniceta, R.N., St. Francis Hospital, Pittsburgh, Pa. 
The Operation of the Unit Record System 

Sister M. Patricia, O.S.B., B.S., Superintendent of St. 
Mary’s Hospital, Duluth, Minn. 


Doctors Meet in France 


Fifty years ago, at the invitation of Dr. Le Bele, 10 phy- 
sicians from various parts of France, met at Le Mans, to 
found an association of Catholic practitioners, under the 
patronage of SS. Luke, Cosmos, and Damian. It now has 
2,300 members in France alone, while national Catholic medi- 
cal societies of the same type are located in many countries 
all over the world. To commemorate the year of jubilee, 
hundreds of Catholic physicians assembled in the Basilica of 
the Sacred Heart on Montmartre, in Paris, the canonical seat 
of the Confraternity of St. Luke. Mass was celebrated by a 
doctor in medicine, Abbe Segaux, first vicar of one of the 
largest parishes in the capital. Holy Communion followed, 
after which the president general of the society renewed the 
act of consecration to the Sacred Heart. 
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X-Ray Protection 





By complete enclosure of understructure. 

By automatic limitation of fluoroscopic image 
to within confines of the screen. 

By a protective apron suspended from screen 
holder, when this method is preferred. 


Electrical Protection 


By the use of flexible shock-proof cables with 
grounded metallic sheath, from overhead to 
the fluoroscopic unit. 


come in contact with the fluoroscopic unit. 


Clear Working Field 


By elimination of all projections on the oper- 
ating side, and centralizing the fluoroscopic 
unit controls on the screen carriage. 


12-inch Stereoscopic Shift 


For a focal-film distance up to 10 feet—with 
Model 22 Radiographic 





By complete enclosure 


Tube Stand, mounted in- 


dependently on railsalong- 
side the table. 


Send for bulletin A325, describing the many 
other features in Series 33, available with 
either hand or motor mechanism for raising 


of understructure, ren- 
dering it impossible to 
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’ A REMARKABLE GUILD 

St. Vincent Hospital Guild was organized at St. Vincent’s 
Hospital, Indianapolis, Ind., in January, 1933. Its object is 
to help the Daughters of Charity by providing articles neces- 
sary for poor and emergency patients in the maternity de- 
partment and in the children’s department of the hospital. 
The regular monthly meetings of the Guild are held in the 
social rooms of the nurses’ home. 

The total number of surgical dressings made by the Guild 
in 1933 was 16,793. In addition they made numerous articles 
of clothing, bedding, and utility. In April the Guild held a 
very successful benefit card party at the home of one of its 
members. In observance of Hospital Day it held an open 
house, a display of its work, and a silver-offering tea. 

Last fall a membership drive brought the total enrollment 
of active membership up to 235. Active membership is open 
to women who promise regular attendance and pay an annual 
fee of $3. Life membership may be obtained by anyone upon 
payment of $100, which is put into a permanent fund. Only 
the interest on this fund is used. Finally, associate member- 
ship is open to anyone with a fee of $2 a year. 

For the luncheon at the regular monthly meetings each 
member brings her own sandwiches; the luncheon committee 
serves coffee at a charge of 10 cents and supplies dishes, 
silverware and service. 

The motor corps of the Guild transports patients to and 
from the hospital and acts as messenger in various Guild 
activities. During 1933, this organization made 160 calls. A 
telephone committee notifies members of meetings and 
special Guild matters. A scrapbook section has an interested 
group of workers with paste and cut-outs making entertain- 
ing and educational books for child patients. A local paper 
company has donated discarded salesmen’s samples as foun- 
dations for these books. When the visiting committee pre- 
sents a book to a small patient it becomes his permanent 
possession with a nameplate from the Guild to prove his 
ownership. A circulating library is another Guild contribu- 





tion to the maternity hall. On three days a week, members 
of the Guild visit the hall to provide patients with books and 
current magazines. The literature is donated by individual 
members. The committee reconditions and catalogs all con- 
tributions. 

The Red Cross Committee promotes interest in the Red 
Cross home-nursing courses conducted in the demonstration 
rooms of the nursing school. A fee of $3 is charged for the 
course. Last year there was an enrollment of 84. There were 
54 certificates issued and a sum of $245 was collected for 
the Guild treasury. 

In June, $150 was set aside for patients in the maternity 
and children’s wards. These cases, which must be recom- 
mended by a member of the Guild, are usually drawn from 
the class of people who have always paid their hospital bills 
and are unwilling to accept help unless they are permitted to 
repay it. Upon discharge the ‘hospital presents an itemized 
receipted bill. If the patient finds herself able to pay any of 
the bill later on she may make the payment or donation to 
the Guild. The doctors give their services free to these cases 
and the hospital makes a special flat rate to the Guild. 

The governing body of the Guild consists of nine directors, 
including a president, two vice-presidents, recording and cor- 
responding secretaries, treasurer, and three directors. Directors 
are elected for three years and the terms of three of them 
expire each year. The directors elect the officers from their 
own membership. The board of directors meets each month 
to chart the work of the Guild. 


Leprosarium Chapel Dedicated 


The new Sacred Heart Chapel, recently erected at the 
National Leprosarium, Carville, La., has been dedicated. 
Most Rev. John W. Shaw, D.D., archbishop of New Orleans, 
blessed the new structure, which is the culmination of years 
of effort to provide Catholic patients with adequate church 
facilities. 

(Continued on Page 18A) 
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VEREADY Carbon Are Solarium Units 

and Eveready Professional Model Carbon 
Arc Lamps have been designed to meet the 
demands of the Medical Profession for pre- 
cision in artificial light therapy. 


ULE 


Uniform intensity of radiation and steady burning are maintained 
by motor driven, constant current are control. 

Removable filter panels of special ultra-violet transmitting glass 
limit radiation substantially to rays found in 
natural sunlight. 






Eveready Sunshine and Therapeutic Car- 
bons provide a choice of five distinct types of 
therapeutic radiation. 
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The year 1665 found disease rampant in 
England—taking heavy toll in human life. 
Terror-stricken peoplelockedthemselves 
in disease-ridden homes, all hope in medi- 
cal aid lost. Fearfully, they nailed to the 
door a cross, and above it wrote the im- 
ploring words,‘‘Lord Have Mercy on Us.” 


TERRAZZO-SAN + GOLD CUP PINE* NEO-SHINE + TRUE-TONE * LINO-SAN * FLOOR-SAN * GOLD CUP Z 


Contrast the pitiful helplessness of the 
Great Plague with the manner of combat- 
ing disease today. Science now wages re- 
lentless warfare upon dirtand germs with 
Cleanliness, and its greatest weapons in 
this fight are Huntington Floor Soaps. 


Each Huntington floor cleanser is recom- 
mended for a particular type of flooring. 
Each is safe; each is economical. But what 
is more important, wherever Huntington 
soaps are used, dirt cannot exist. 


+ 


We maintain a special Floor Maintenance 
Laboratory to help you with your clean- 
ing problems. Tell us the kind of floor you 
have, and we will tell you how to main- 
tain it, efficiently, economically. Write 


ANA 


The HUNTINGTON 8 LABORATORIES Jn 
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(Continued from Page 16A) 
Anniversary of Brothers of Mercy 
The Brothers of Mercy recently commemorated the tenth 


| anniversary of their arrival in Buffalo, N. Y. On the morn- 
| ing of the celebration, a Mass of thanksgiving was held in 


the chapel of the novitiate, while the following day a requiem 
Mass was celebrated for the repose of the souls of three 
departed members of the Buffalo community. 

The Brothers came to Buffalo in June, 1924, from Monta- 
baur, Germany. The building, located at 49 Cottage Street, 
contains a hospital for male patients and a novitiate for 


| young men. In addition to this work, the Brothers care for 

| the sick in their homes, regardless of religious affiliation or 

| the nature of the disease. The Buffalo community at present 
has 19 Brothers and 2 candidates. 


Annual Benefit Picnic 
St. Camillus Hospital Auxiliary and St. Camillus Club of 
St. Camillus Hospital, Milwaukee, Wis., held the annual 
picnic for the benefit of the institution on August 12. Funds 
received through this benefit are used for the support of the 


| hospital, which is maintained for chronic sick and helpless 
| men, and in addition this year also for the financial assist- 


ance for the erection of the first novitiate of the Order of 
St. Camillus in the United States. 
A Golden Jubilee 


July 26 was a day of great joy at St. Elizabeth’s Hospital, 


| New York City. On that day the superior, Mother M. Theo- 


phila, passed the golden milestone in the service of God. A 
host of friends came from far and near to help her celebrate 


| the great day. The nurses of the hospital attended Mass and 
| received Holy Communion for the jubilarian. At a festive 


breakfast after Mass they presented her with a spiritual 


| bouquet and a generous check. 


A solemn Mass of thanksgiving was celebrated by Msgr. 
Thomas H. McLaughlin, P.A., $.T.D., LL.D., vicar general 
of the Newark diocese and a cousin of Mother Theophila. 
Rev. Father Clement, O.F.M., congratulated Mother Theo- 
phila and gave an eloquent and touching sermon on the 
beauty of the religious life. The music for the Mass was by 
the Sisters’ Choir. 

Nurses Organize Sodality 
In June, an impressive ceremony took place in the chapel 


| of Mercy Hospital, San Diego, Calif., when 19 student nurses 


were received into the Sodality of Our Lady of Mercy. The 
reception, which was presided over by Rev. Charles E. Leahy, 
S.J., diocesan director of Sodalities, was the first one, as the 
Sodality was organized only a short time ago. 


An Instructive Sodality Meeting 

The July monthly meeting of the Sodality of Our Lady of 
St. Joseph School of Nursing, Milwaukee, Wis., provided an 
interesting program for the members. Reports were presented 
by the delegates who attended the college section of the 
Student’s Spiritual Leadership convention in Chicago, July 
6, 7, and 8. The main points stressed were the value of per- 
sonal holiness and mental prayer, the need of concerted action 
among Sodalists, and the lack of Catholic ideals in a Sodalist 
who holds distinctions of class or creed. Sister M. Felician, 
superintendent of nurses, attended the Chicago meeting with 
the two delegates of the Sodality. 


Cure for Septic Poisoning 

The Academy of Medicine at Paris, France, recently an- 
nounced a cure for septic poisoning, which has been per- 
fected by Prof. Paul Vincent, of the College de France. Pro- 
fessor Vincent claims that his cure consists of an anti- 
streptococcus serum, which is obtained by an injection of 
streptococcus germs into a horse. During the world war, 
Professor Vincent through his anti-typhus serum saved the 
lives of thousands of wounded soldiers. 


(Continued on Page 20A) 
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Over 2.000 Hospitals Have Used 


1.000.000 


Liters of BAXTER’S INTRAVENOUS _. 
SOLUTIONS ... 


Due million liters! One billion cubic 
centimeters of Baxter's Intravenous Solutions 
in Vacoliters used to date! Ten cubic centi- 
meters for every one of the 120,000,000 men, 
women and children in the United States. 

Such overwhelming acceptance bespeaks 
quality, safety and economy, more convinc- 
ingly than words. 

To you, of the Medical and Hospital pro- 
fession of America, who have indicated and 
used one billion cubic centimeters of Bax- 
ter's Solutions, our thanks! And our pledge 
that Baxter's Solutions will continue to be the 
standard for the profession. 
= And to you,—who have not used Baxter's 
Solutions, won't you accept our invitation to 
enjoy the advantages of reaction-free, safe 
and economical intravenous solutions? 









One million 
liters and 
no reactions! 
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DON BAXTER CORPORATIONS 


that it actually costs less to 
buy them than it does to 
make our own solutions and 
certainly they are more uni- 
form." 
*—Hospital in Oklahoma. 
“They are now given as a 
routine to most surgical pa- 
tients without the thought of 
a reaction. We never have 


one. 
*—Hospital in Texas. 


“Since using Baxter's prod- 
ucts we have never had a 
reaction. We have found the 
cost to be no more than the 
expenditure necessary in mak- 
ing our own solutions." 
*—Hospital in Illinois. 


*The original letters from which these excerpts were taken are 
on file in our office with hundreds of others. Names will be fur- 


this hospital is most enthusi- 
astic about this product and 
since we commenced using 
this they will have no other." 
*—Hospital in Kansas. 


"Since we started using 
these preparations our post- 
intravenous reactions have 
disappeared, a fact that is 
also conducive to our peace 
of mind." 

*—Hospital in Minnesota. 

"We have been using Bax- 
ter's Intravenous Solutions 
for the past two years, dur- 
ing which time we have in- 
creased the efficiency of our 
post-operative care." 
*—Hospital in Wisconsin. 
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(Continued from Page 18A) 
An Interesting Anniversary 

The fifteenth anniversary of the obstetrical department 
was being observed at St. Joseph’s Hospital, Elgin, Ill., when 
considerable excitement was caused among the nurses at the 
birth of two pairs of twins, born only a half hour apart. The 
excitement was increased, due to the fact that the student 
nurses and the hospital personnel were awaiting the 3,666th 
baby to be born in the department. The nurses had prepared 
a layette for the anniversary, and it had been agreed that it 
be presented to baby No. 3,666. 

New Staffroom 

The September meeting of the staff of St. Joseph’s Mercy 
Hospital, Mason City, Iowa, was held in the new staffroom, 
which was recently added to the facilities of the institution. 
This new unit provides additional space, as well as facilities 
for lantern slides. Dr. C. B. Tice is president of the staff. 

Four delegates from the school of nursing of the hospital 
attended the Students’ Spiritual Leadership convention, held 
in Chicago, July 6, 7, and 8. 

Annual Graduation Exercises 
Graduation exercises were held in May for three nurses of 


| St. Joseph Hospital, Concordia, Kans., in the chapel at the 


Nazareth Mother House of the Sisters of St. Joseph, who 


A Princess slipover style suit- 


| conduct the institution. Rev. James McErlean, rector of the 
| Cathedral, celebrated the Mass, and delivered the commence- 
| ment address. An informal reception followed, after which 


able for student nurses, op- 
erating room, diet kitchen and 
general utility wear. Easy to 


launder. 





SnoWhite Quality 
for the Entire Staff 


SnoWhite is known chiefly for the high 
quality of its Professional and Training 
School Uniforms. Many hospital execu- 
tives have found that SnoWhite also pro- 
duces uniform apparel for all depart- 
ments of the hospital and other institu- 
tions. 

Each year an increasing number of them 
take advantage of this service; have their 
entire staffs correctly uniformed by Sno- 
White at a surprisingly low cost-per-year. 


Regardless of the size or nature of your 
uniform requirements, it will pay you 
to consult SnoWhite. 


SnoW HITE GARMENT MFG. CO. 
2880 N. 30th St., Milwaukee, Wis. 





SnoWhite Garment Mfg. Co., 
2880 N. 30th St., Milwaukee, Wis. 


Please forward particulars on your complete Uniform Service 
for hospitals and institutions. 


Hospital 
City State 


Your Name 





the Sisters entertained the graduates at breakfast. 

The Sisters of St. Joseph recently purchased the Senator 
Caldwell residence, to be used as a nurses’ home. The build- 
ing, which is an old landmark of Concordia, will provide 
modern facilities in recreational and social activities for the 
students. 

A Progressive School 

The sixteenth annual graduation exercises were held May 
30 at the Nazareth School of Nursing of SS. Mary and 
Elizabeth Hospital, Louisville, Ky. There were 15 graduates, 
three of whom were Sisters of Charity of Nazareth, Ky. 
Rev. Father Pius, C.P., delivered the commencement address, 
in which he paid tribute to the nursing career of the Sisters 
of Charity, who played an important part in the cholera 
epidemic of 1832. Rev. John D. Kalaher, chaplain of the 
hospital, presented the diplomas. Benediction of the Blessed 
Sacrament concluded the exercises. In the evening, the 
alumnae members entertained the graduates. 

This was the first Catholic hospital in Kentucky to organize 
a school of nursing. The school was opened in 1915, and since 
that time 97 nurses have graduated. This fall, a newly 
equipped science laboratory is being added to provide fac- 
ilities in chemistry, bacteriology, anatomy, physiology, and 
pathology. During the past year, a modern dietetic depart- 
ment, with a trained dietitian in charge, was opened. 

Large Nurses’ Class Graduated 

Graduation exercises were held recently for the De Paul 
Hospital School of Nursing, St. Louis, Mo., at the Church of 
the Blessed Sacrament. The class, which consisted of 51 mem- 
bers, was the largest in the history of the institution. 

Nurses Receive Diplomas 

Diplomas were awarded to ten graduates of St. Jame’s Hos- 
pital School of Nursing, Jersey City, N. J., on May 15. Ad- 
dresses were delivered by Dr. John F. Condon, F.A.C.S.; Dr. 
James A. Nugent, K.S.G., superintendent of the Jersey City 
public schools; and Rev. Matthew J. Toohey, who presented 
the diplomas and class pins. A program of vocal and instru- 


mental music was presented also. 


On May 20, the nurses’ alumnae tendered a breakfast to 


| the graduates in St. James’ Hall, following Holy Communion 
in the hospital chapel. Rev. Frank J. Monaghan, S.T.D., pre- 


sident of Seton Hall College, South Orange, was the principal! 
speaker. 
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Brothers Plan New Buildings 
The Congregation of Alexian Brothers, who conduct hos- 
pitals in Chicago, Ill., St. Louis, Mo., Oshkosh, Wis., and Eli- 
zabeth, N. J., are planning the erection of a group of build- 
ings overlooking Lake Michigan, near Waukegan, Ill. An 80- 
acre tract was recently purchased by the Order, and it is 
estimated that the buildings will cost approximately $800,000 
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| “HAVE THEM 


Building operations will not be started, however, until ec- | 


clesiastical and civil permissions have been secured. 


A novitiate, an old men’s home, and auxiliary buildings wil! | 


CHECK THE SUPPLY OF 


be included in the group. The monastery will accommodate | 


100 novices, and the home will house 50 aged men. There will 
also be a chapel, with a seating capacity of 200, a small hos- 
pital for guests of the home, classrooms for novices, facilities 


for physical-therapy service, a phase of work which the 


Brothers excel in, and quarters for employees. 
The Alexian Brothers’ hospitals are devoted to the care of 
male patients only. In addition to their hospitals in this 


ARMOUR LIGATURES, 
MISS GRAY” 


country, they conduct institutions in Belgium, Ireland, Eng- | 


land, Germany, and Switzerland. The hospital at Chicago has 
cared for more than 75,000 men since it was opened, and one 
out of every three patients is unable to pay for his care. 


Addition to Nurses’ Home 
A new addition was recently added to the nurses’ home at 
St. Joseph’s Hospital, Lowell, Mass. Lecture and demonstra- 
tion rooms and two bedrooms are included in the addition, 
which will be dedicated September 1. 


A New Maternity Department 
A new maternity building has been added to Bon Secours 
Hospital, Baltimore, Md., bringing the total capacity of the 
institution up to 120 beds. This new unit has made it pos- 
sible for the hospital to obtain recognition for internship and 


residency by the American Medical Association. The ma- | 


ternity department of the hospital was opened in 1925 in a 
wing of the central building. 
One floor of the new structure is devoted to the prepara- 


tion, labor, and delivery of the patient, and contains the most | 
modern of equipment. The second floor contains private and | 


semiprivate rooms, with telephone connections in each room. 
On this floor are also located a large. nursery, isolation, and 
waiting rooms. In addition, the unit a!so contains a kitchen 
and pantry, sterilization, flower, and utility rooms. 


An Enjoyable Commencement 

The thirteenth annual graduation exercises of St. Anthony’s 
Hospital, Terre Haute, Ind., were held on May 29. A solemn 
high Mass opened the ceremonies, with Rev. 
Weishaar, chaplain of the hospital, as the celebrant. Rev. 
Leonard Wren, O.M.C., delivered the baccalaureate sermon. 
The graduates recited the Nightingale Pledge, after which 
Very Rev. Michael Gorman awarded the diplomas. 


The alumnae and graduate-class dinner was the first reunion 
of the St. Anthony’s Alumnae ever held at the institution. Dr. | 


T. W. Moorhead, chairman of the school of nursing committee, 
was the toastmaster, and the Hon. John Fitzgerald delivered 
an inspiring address on the emblem of the school, applying 
each symbol to the nurse’s life. 


Nuns Are X-Ray Technicians 


According to latest reports of the American Society of | 


X-Ray Technicians, 32 per cent of the members of the organ- 
ization are Catholic Sisters. The Society has a total mem- 
bership of 437 technicians, 140 of whom are Sisters in Cath- 


olic hospitals. 
Nurses Graduated 


On August 23, 14 students of St. Mary’s Hospital. Superior, | 


Wis., were graduated from the institution. The ceremonies 
opened at 9 a.m., with Most Rev. Theodore H. Reverman, 
D.D., bishop of Superior, delivering the principal address. 


“IS THAT the hospital? Have them check 
the supply of Armour Ligatures, Miss Gray. 


I’ve a lot of operations this week.” 


Armour’s Surgical Ligatures can be had 
boilable or non-boilable, chromic or plain, 
in sizes from 000 to 4. No matter how you 
get Armour Ligatures, one thing is certain: 
every inch is reliable, in tensile strength, 
suppleness, absorbent qualities. That’s be- 
_cause Armour Ligatures are made of fresh, 
carefully selected sheep-gut. Samples on 


request. 


Lambert | 


When prescribing Suprarenalin Solu- 
Liquid, Concentrated 


Liver Extract, Concentrated Liver Ex- 


tion, Pituitary 


tract with Iron, always specify Armour’s. 


| * 


= 
ARMOUR LABORATORIES 
CHICAGO, U.S.A. 


| Headquarters for Medical Supplies of Animal Origin 
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WON'T BLOW 
ALL OVER » » 


— is so characteristic of hospitals that 
disorder is the more notable. It is an unwritten 
law that preventible disorder is intolerable. That is 
probably one reason why Kenwood Folded Kerchiefs 
in their neat, attractive, individual boxes have been 
received so enthusiastically. They are not only procect- 
ed from contamination, but they won’t blow all over. 
No unsightly pile on the patient’s table. No vagrant 
kerchiefs blown about the room. 





\ KENWOOD 
folded 


zo KERCHIEFS 






besides contributing to neatness help to reduce expense 
by eliminating waste. No temptation to grab a fist full 
— the practical box releases just one double sheet at 
a time. The quantity—100 to a box—is just right for 
the average patient—no partially emptied boxes to be 
destroyed. And they are far more convenient to use. 


Kenwood Folded Kerchiefs have become a regular part 
of the service in hospitals all over the country. They are 
preferred in place of cloth or gauze squares for-pneu- 
monia cases, ether wipes, post operative tonsil napkins. 
Soft as old linen, they are also preferred by the patients. 


100—5 x 9 inch sheets (50 double sheets) to the box. 
P-899—Price per case, $5.50 10 case lots, per case $4.95 


WILL ROSS, Inc., Wholesale Hospital Supplies 
779-783 N. Water Street Milwaukee, Wisconsin 
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Hospital Adds Improvements 

Several improvements have been made recently at St. 
James Mercy Hospital, Hornell, N. Y. The Sisters’ sun parlor 
| has been redecorated and refurnished by the ladies’ board of 
| the hospital, and a new fireplace added. The kitchen of the 
| hospital has been equipped with a new dishwashing machine, 
modern stoves, bakers, and various other modern devices. A 
new tile floor also has been laid. The cafeteria style of serving 
| the nurses is now being used. 
During the month of May, mental clinics and state ortho- 
| pedic and tuberculosis clinics, as well as the Steuben County 
medical meetings, have been held in the nurses’ classrooms. 
| The Steuben County laboratory is located in the basement of 
| the hospital, and Dr. Rudolph Shafer, of Corning, N. Y., is 
available every Tuesday morning for diagnosis of malignancy. 
This hospital is fully approved by the American College of 
Surgeons. 

Hospital-Day Celebration 

St. Michael’s Hospital, Grand Forks, N. Dak., sent out little 
pamphlets before National Hospital Day, explaining the reason 
for the observance, and invited the public to inspect the in- 
stitution. Lunch was served to visitors. 

A course on the Liturgy of the Mass was conducted by 
| Rev. Wm. McNamee for student nurses of the hospital. A 

part of the instruction included pictures of the Mass in detail. 
| A graduate nurse of St. Michael’s received a very high 
rating, during the recent state examinations, enabling her name 
to be placed on the honor roll. 


Hospital-Day Observance 

Holy Rosary Hospital, Ontario, Oreg., observed National 

Hospital Day with open house, followed by a program on the 

| lawn and the serving of refreshments. The program included 
addresses, a pageant, vocal solos, dances, and orchestral selec- 
tions. 

On May 10, the medical staff of the hospital held their last 
meeting until next September. A dinner, given by the Sisters’ 
Governing Board of the hospital, was held at the Moore Hotel 
in the evening, followed by the regular staff meeting at the 

| hospital. 
Commencement Exercises 

On the morning of May 15, Mass was celebrated in the 

| chapel of St. Joseph’s Hospital, Nashua, N. H., for the twelve 
| graduates of the class of 1934. Rev. Charles B. Trudel, the 
celebrant of the Mass, delivered the sermon, which was en- 
| titled “Keeping Fit.” Following the Mass, a special breakfast 
| was served to the graduates and Sisters of the hospital. In the 
| evening, Most Rev. John B. Peterson, bishop of Manchester, 
| N.H., presided at the commencement exercises. Major Francis 
P. Murphy delivered the commencement address, and Mayor 
Alvin A. Lucier delivered an address of greeting from the city. 
| Rev. Louis J. A. Doucet, pastor of St. Louis de Gonzague 
| Church, also delivered a brief talk. 
| On May 1, 40 students of Mary Immaculate Hospital 
| School of Nursing, Jamaica, L. I., N. Y., received their diplo- 
mas at ceremonies held in the auditorium of Our Lady Queen 
of Martyrs Church at Forest Hills. Rev. Father McLaughlin, 
| rector of the church, presided at the exercises, and Supreme 
Court Justice John McCrate delivered the principal address. 
The Hippocratic oath was administered by Dr. Irving Pone- 
mon, of the hospital staff, and the nurses’ glee club furnished 
the music. 

For excellence in studies and hospital work, Miss Thelma 
R. Burns was presented with $25 and a gold pin and wreath. 
The second award, consisting of $10 and a silver pin, was 
presented to Miss Elvira Carberry. 

On May 17, a retreat for student and graduate nurses was 
opened and concluded on May 20, when the graduates’ re- 
union breakfast was held. 

(Concluded on Page 24A) 
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1 DONT LIKE BEING LAID uP 
-ee BUT THEY CERTAINLY DO 
A LOT IN THIS HOSPITAL 
TO MAKE IT HOME-LIKE 
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THIS MATTER OF 


. . - SO important 
to all your patients... 
so easy for you to provide 


. it been your experience 
that most patients... con- 
valescents, especially...notice many 
little things, done for their comfort, 
that may seem details to you? 
Their blankets must be arranged 
“just so” when they go to the 
solarium. Meal trays receive critical 
scrutiny. Even the soap you pro- 
vide for their personal ‘use is 
noticed ...and commented upon. 
Now, we don’t believe many 
patients are going to complain if 
Palmolive is not supplied. But we 
do know that most of them prefer 
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oe. THEY VE EVEN GIVEN 


ME THE SAME SOAP 
WE USE AT HOME / 


: AE 
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Palmolive. Tests prove that. They 
like the freshly-fragrant olive- 
green cake...its deep-pore cleans- 
ing action .. . its smooth, creamy 
lather. Women patients know it 
protects delicate skin texture. 

You understand why a patient’s 
physical comfort speeds recovery. 
You recognize, too, the value of a 
rich-in-olive-oil soap. Know how 
it soothes hot, fever-dried skin. 
But did you realize this? Palmolive 
is the only well known toilet soap 
that is rich-in-olive-oil! 

And Palmolive costs no more 





PALMOLIVE SOAP 


A PRODUCT OF COLGATE-PALMOLIVE-PEET COMPANY 
Main Office, 105 Hudson Street, Jersey City, New Jersey 











than many less popular brands! 


Let us send prices, without 
obligation. Just see how easily... 
and inexpensively... you can pro- 
vide this detail of “ Patient Com- 
fort” — Palmolive. Write today! 


Free booklet 


For your every maintenance 
need, Colgate-Palmolive-Peet 
offers a soap product especially 
made to dosthe job thoroughly... 
and economically, PHOSFOAM for 
your laundry. SUPER SUDS for 
thorough cleansing of laboratory 
equipment. OCTAGON SCOURING 
CLEANSER for floor maintenance. 
And there are many others...each 
offering you specific advantages. 
Write for the free booklet: “If It’s 
Soap You Need, We Have It.” 








AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 
.DISINFECTORS 
..WARMING CABINETS 


DNVA TNS 


KNY-SCHEERER 
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OBSTETRICAL TABLES 


HAWLEY FRACTURE TABLES 


MARTLAND AUTOPSY TABLES 


Sterilizers and Operating Tables will be exhibited at the Convention 
cf the A. H. A., Philadelphia, September 24th to 28th. 
Booths 39 and 40. 


AMERICAN STERILIZER COMPANY 


HOME OFFICE..... ERIE, PA. 
New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 735 Boylston Street 
CANADA .. . Messrs. Ingram & Bell, Ltd., Montreal, 
Toronto, Winnipeg and Calgary 











HORNER 


High Quality 


BLANKETS 


are designed to give 


MAXIMUM WARMTH and COMFORT 


Every HORNER BLANKET is built to 
keep the warmth in and the cold out. This 
is accomplished by the layer of air held in 
the soft wooly surface on both sides of the 
blankets — air being one of the best known 
insulators against cold and heat. And the 
lively wool fibres make a covering that is 
soft and light in weight—good, warm. very 
comfortable and restful to sleep under. 


HORNER BROTHERS WOOLEN MILLS 
Eaton Rapids, Michigan 
Founded 1836 


WRITE OUR “CONTRACT DEPT." FOR PRICE LIST 
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(Concluded from Page 22A) 
An Impressive Graduation 
A high Mass was celebrated recently in the chapel of St. 
Francis Hospital, Freeport, Ill., for nine graduates of the 


| school of nursing. Rev. A. A. Heinzler, the celebrant, deliv- 


ered the address to the graduates and presented the dip- 
lomas. The Sisters’ choir sang during the Blessed Virgin Mass, 
which was followed by Benediction. In the evening, the grad- 
uates were entertained by members of the alumnae associa- 
tion at a banquet given at the Hotel Freeport. 


Twenty-Third Annual Graduation 
The twenty-third annual graduation exercises of St. 
Joseph’s Hospital School of Nursing, Elmira, N. Y., opened 


| with a procession down the center aisle of the chapel, the 
| graduates leading and the clergy following with Most Rev. 
| Edward A. Mooney, D.D., archbishop of Rochester, N. Y. 


There were 25 graduates. 

Rev. Thomas J. Toole, professor of ethics of the school of 
nursing and a member of the faculty of Elmira College, pre- 
sented the graduates, and Archbishop Mooney conferred the 
diplomas. The commencement address delivered by the Arch- 
bishop followed, and the program was concluded with Bene- 
diction of the Blessed Sacrament. 


An Interesting Commencement 

On June 5, graduation exercises were held at St. Joseph’s 
Hospital School of Nursing, Elgin, Ill. A high Mass was 
celebrated by Rev. H. Schmitz, chaplain of the hospital. In 
the afternoon, students of the school of nursing presented a 
play, entitled ““Tekawitha, Lily of the Mohawks,” which was 
followed by a banquet for the graduates and their friends. 
In the evening, the commencement exercises took place in 


| the chapel. The address to the graduates was delivered by 


Rev. F. Ouimet, pastor of St. Mary Church, and the dip- 
lomas were awarded by Father Schmitz. This school is af- 
filiated with De Paul University of Chicago. 


Hospital Superintendents Organize 
A council of New Hampshire hospital superintendents was 
organized May 24, at a meeting of the executives of various 
institutions within the state. Its purpose is to exchange ideas 
on management and to hold regular meetings for the informal 
discussion of mutual problems. Mr. James A. Hamilton, su- 


| perintendent of Mary Hitchcock Memorial Hospital, was 
| elected president of the organization. 


Nurses Receive Degrees 

Four Sisters and two lay nurses were among those receiving 
the degree of bachelor of science in nursing for 1934 at the 
College of St. Teresa, Winona, Minn. They are Sister M. Alice, 
C.S.A., St. John’s Hospital, Cleveland, Ohio; Sister M. Beat- 
rice, S.S.A., ana Sister M. Gregory, S.S.A., St. Joseph’s Hos- 
pital, Victoria, B.C., Canada; Sister M. Pieta, O.S.F., St. Fran- 
cis Hospita!, Peoria, Ill.; Miss Dorothy Daigle, Sacred Heart 
Hospital, Spokane, Wash.; and Miss Margaret Ford, St. 
Mary’s Hospital, Passaic, N. J. 


Sisters Plan Large Hospital 

Plans are under way for the establishment of a 200-bed 
hospital and sanitarium at Cambridge Springs, Pittsburgh, 
Pa., by the Sisters of Divine Providence. The Sisters have 
taken over a building formerly occupied by a hotel, and are, 
at present, having it remodeled. Sister M. Celestine, for the 
past sixteen years superior of St. John’s Hospital in Pitts- 
burgh, is in charge of the new institution. 

Reconstruction work will require several months, and at 
first the sanitarium will be equipped with 30 beds and used 
as a home for convalescents and also for the aged and infirm. 
Later sulphur baths are to be added and hospital equipment 
provided and facilities increased for the accommodation of 
200 patients. It will be known as San Rosario Sanitarium. 
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LAUNDRY WRINKLES IRONED OUT... nm. 


laundry in an Ohio hospital was working overtime, trying to keep up with 


the tons of linens that streamed in every day. Perplexed, the management 
called in the survey engineers of The American Laundry Machinery 
Company. These men carefully checked the average poundage of flat 
work and uniforms against the capacity of the faltering equipment. They 
then recommended a thorough revamping. Layouts were submitted and 
approved. The congestion was promptly relieved. With the equipment no 
longer overloaded, quality standards were raised. Operating costs dropped. 
Linen-reserve requirements today are lower than ever before. And that 
modern, well-managed laundry never has to work one minute overtime! 
Whether your hospital be large or small*, you will surely welcome 
suggestions to improve your service and cut your costs. In bringing 
your laundry up to today’s exacting standards, or in helping you to plan 
a new department, the services of competent “American” hospital- 
laundry engineers are at your call, without obligating you in any way. 


THE American LAUNDRY MACHINERY COMPANY @ CINCINNATI, OHIO 


*The compact, low-priced American “E X”’ Unit (washer, extractor, tumbler, ironer) has 


brought built-in laundry advantages to dozens of even the smallest institutions. 
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SYMPTOMS 
Good Management 


When a hospital is cautious about the 
health and neatness of its nurses it is an 
indication of what prospective patients may 
expect. 


STANDARD-IZED CAPES 


assure an accurate and favorable diagnosis 


by the public. 
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The cape illustrated is unquestionably the most 
widely accepted model. Other lengths and all color 
combinations are available. Tailored to individual 
measure by the exclusive Standard-ized method. 
Only 100% wool fabrics, are used and decated for 
enduring wear and beauty. 


Cape Sent to Your Hospital on Approval 


STANDARD APPAREL COMPANY 


Manufacturers of Nurses’ Outer Apparel Exclusively 





Write for 








New Catalog 





PERSONAL 








News ITEMS 


France Honors Nursing Sister 

Mother Marie Mathilde Reynier, superior general of the 
Sisters of the Assumption and director of the Insane asylum 
of Cuermont-Ferrand, in France, was honored recently for 
her 56 years of devotion to the sick, when Louis Marin, minis- 
ter of public health, bestowed upon her the Cross of Cheva- 
lier of the Legion of Honor. In bestowing this honor, Minister 
Marin said that in addition to Mother Reynier’s devotion 
to the sick, he wished “to show his gratitude for the benef- 
icent work of the Sisters of the Assumption, who as a con- 
gregation have displayed a very intelligent and very judicio:'s 
scope of activity when the public authorities have sought 
their collaboration, and who by their devotion. care, and 
gentleness are admirably equipped to care for the poor sick 
who are intrusted to them.” 

Death of Sister of Charity 

Sister M. Placide O’Donnell, of the Sisters of Charity. died 
recently at Pittsburgh, Pa. She had been a member of the 
Order since 1885, and for the past 27 years was stationed 
at the Pittsburgh hospital. 

Former Health Commissioner Dead 

Dr. Charles H. Jahn, health commissioner in the former 
North Milwaukee (Wis.) area for 20 years, died suddenly 
at his home following a heart attack. He had been a member 
of the staff of-St. Joseph’s Hospital, and had practiced his 
profession in Milwaukee for the past 40 years. 


5604 CEDAR AVENUE 


CLEVELAND, OHIO 


Physician Joins Jesuit Order 

A former physician, Dr. W. D. O’Leary, of Augusta, Ga., 
recently returned to his home parish, where he celebrated his 
first solemn high Mass as a Jesuit priest. Father O'Leary, a 
native of Augusta, was graduated from the University of 
Georgia School of Medicine in 1921. Following his intern- 
ship, he went to New York City, where he specialized in 
pediatrics. In 1924, he entered the Society of Jesus at St. 
Charies College, Grand Coteau, La. 


Panama’s First Woman Doctor 

Dr. Lidia Sogandares, of Panama City, who was recently 
graduated from the College of St. Theresa, Winona, Minn. 
has just finished a course in medicine at the University of 
Arkansas. Following the completion of her internship at a 
Philadelphia hospital, Dr. Sogandares will return to Panama 
City, where she will have the distinction of being the first 
woman doctor in her native country. 


State Honors Physician 
At the recent dedication of the Seaside Sanatorium for 
Children at Waterford, Conn., by the Connecticut State 
Tuberculosis Commission, a bronze tablet was unveiled in 
honor of Dr. Stephen J. Maher, chairman of the commission 
and well-known authority on tuberculosis. Dr. Maher was 
awarded the Laetare Medal by the University of Notre Dame 
in 1932. 
Veteran Surgeon Dead 
Funeral services were held for Dr. Eugene P. Ellenson, of 
Chippewa Falls, Wis.. oldest practicing physician in Wiscon- 
sin, who died recently from heart disease. Dr. E!lenson, who 
was known for his work in surgery,*performed the first opera- 
tion at St. Joseph’s Hospital at Chippewa Falls, when it was 
a small wooden building. He received his medic«l degree at 
the Rush Medical College in Chicago, and began his practice 
at Chippewa Falls in 1892. 


(Continued on Page 28A) 





September, 1934 HOSPITAL PROGRESS 


Simmons Hospital Equipment fully mests these 
requirements. 


This metal equipment withstands hard usage. Built 
entirely of steel, it never swells or shrinks — never 
warps, twists or becomes rickety. It can be kept clean 
with a damp cloth, and completely sanitary with very 
little effort. It requires so little outlay for maintenance 
that its final cost is actually less than that of ordinary 
equipment. 


With the development of the non-chip finish in colors, 
known as “Simfast,” you can make your rooms cheer- 
ful and homelike at a cost within your appropriation. 


x «* * 


No. 170 Dresser and Mirror finished in a beautiful combination of crotch 
mahogany and elm burl. Other pieces to match are available. May be had 
in other handsome wood grain finishes, or in lovely new color combinations 


No. 22860 Somnoe. This is one of the latest developments in Somnoes. Note 
the flush rounded corners at front. It has a maple feeding tray with folding 
legs—metal compartment for nurse’s accessories—stainless steel tray for 
damp articles—-a ventilated drawer—an open compartment at the back 
also ventiJated in the bottom. Available in “Simfast” finish. Color as 
specified. 

No, 16165 Bed. This bed provides facilities which are usually embodied in 
four separate types of bed—-namely: flat horizontal bottom—posture bottom 
which includes backrest and flexed knee support—a bottom which can be 
tilted from either end providing Trendelenberg position—variable height of 
flat horizontal bottom. 


Note the Decker Hospital Lamp which adjusts to provide light for examina- 
tion. Available in “Simfast”’ finish—color as specified. 








Our Consultation Service will help you 
plan your alterations or extensions, For 
information write: 
CONTRACT DIVISION 
222 North Bank Drive — Chicago 


xSIMMONS COMPANY x 
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F.C. HUYCK & SONS 
KENWOOD MILLS 
Albany, N. Y. 


Manufacturers of 


SPECIAL HOSPITAL BLANKETS 
AND RUGS 


Inquire about the new Kenwood 
Shrinkless All-Wool Blankets 


Sold Direct from the Mill 





or 


us. 


WE DO OUR PART 


Send for Color Swatch Card 
Address: Contract Department 




















COMPLETE CATALOG 
Will Be Sent Free Upon Request 


Among the twenty-odd numbers shown 
we are sure you'll find the type that ap- 
peals to your individual taste. There is a 
wide assortment of lasts, patterns and heel 
heights. 















This model made 
of soft Black Kid 
with patented heel 
that can’t run over 
is available at 


$3.75 


For Full 
Details Write 


PROFESSIONAL SHOE SERVICE 


1507 Washington Avenue 


ST. LOUIS MISSOURI 











HOSPITAL PROGRESS 


September, 1934 


(Continued from Page 26A) 
Mother General Appointed 

The Sisters of Providence at St. Vincent’s Hospital, Port- 
land, Oreg., recently received a message to the effect that 
Mother M. Praxedes of Providence had been elected mother 
general of the Sisters of Providence at a meeting held in 
Montreal, Canada. Mother Praxedes is well known in Port- 
land, having been treasurer of St. Vincent’s Hospital in 1910 
and for a number of years thereafter. It was under her super- 
vision that the south annex of the hospital was constructed. 
Mother Praxedes was also superior of Providence Hospital, 
Seattle, Wash., from 1925 to 1931, after which she became 
provincial superior of Holy Angels Province, in Canada. 

Sister Returns After Long Absence 

Following an absence of 23 years, Sister M. Alice, of the 
Sisters of Charity of Providence, is back in Yakima, Wash., 
as superior of St. Elizabeth’s Hospital. She succeeds Sister 
Eugenie, who will have charge of St. Mary’s Hospital at 
Walla Walla. 

During the past two years, Sister Alice has been superior 
of St. Patrick’s Hospital, Missoula, Mont., and prior to that 
time she was superior of Sacred Heart Hospital, Spokane, 
Wash. Previous to Sister Alice’s departure from Yakima in 
1911, she had been superior of St. Joseph’s Academy, where 
she had been directing the building of an addition. 

Culinary Department Head Dies 

Sister M. Jolenta Sellman, a member of the Sisters of St. 
Francis of Millvale, Pa., died recently at St. Francis Hos- 
pital, Pittsburgh, following a long illness. Sister Jolenta en- 
tered the Order in 1906. The year of her profession, she en- 
tered St. Francis Hospital, where she supervised the culinary 
department for 20 years. She was next transferred to the 
Convalescent Home at Fenelton, Pa., where she labored for 
six years, when she was suddenly taken ill. 

Death of Franciscan Sister 
In June, funeral services were held for Sister M. Boniface 
Hoffman, O.S.F., who died at St. Francis Hospital, Pitts- 
burgh, Pa., following an operation for carcinoma. Sister Boni- 
face came to this country from Germany when she was 11 
years old, and entered the community of the Sisters of St. 
Francis in 1896. Upon the completion of her novitiate, she 
entered the school of nursing at St. Francis Hospital. After 
graduation, she continued at the institution for 20 years, 
when she was transferred to New Castle Hospital, New 
Castle, Pa. After six years of service at this institution, she 
was transferred to St. Joseph’s Home for the Aged at Pitts- 

burgh, where she remained until her death. 

Doctors Honor Departing Superior 

A farewell supper was given recently at St. Francis Hos- 
pital, Beech Grove, Indianapolis, Ind., in honor of Sister M. 
Generose, superior of the institution, who has been trans- 
ferred to the mother house of the Sisters of St. Francis at 
Lafayette, Ind. Sister Generose had been at the hospital for 


| the past six years. A list of resolutions, in which they ex- 


pressed their appreciation and gratitude to Sister Generose 
for the work she has accomplished while at the hospital, was 
presented by the medical staff, under whose auspices the 
celebration was given. 
A Generous Bequest 

The Sacred Heart Home for Incurable Cancer, Philadelphia, 
Pa., will receive a bequest of approximately $86,000, through 
the will of the late John V. McManus, of Philadelpia. 

Appointed to Loyola Staff 

Among those appointed to the staff of the Loyola Univer- 
sity School of Medicine, Chicago, Ill., during the past year, 
is Dr. Albert E. Luckhardt, graduate of the University of 
Freiburg and a member of the attending staff of St. Eliza- 
beth’s Hospital. He was appointed associate clinical professor 


in the department of medicine at the university. 
(Continued on Page 30A) 
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Style and character are in these 
Marvin-Neitzel capes. Professional 
every inch of the way, too. Down 
underneath all the smartness are 
protection, long wear and all the 
other characteristics you would 
want your capes to have. 


Don’t think that the price is pro- 
hibitive for your school. Nowhere 
else will you find such a fine bal- 
ance between quality and price. 


Use the coupon to ask for our 
present quotations. 


MARVIN-NEITZEL CORP. _z¢5",<” 


fs 
Troy, New York 192 Lexington Ave., New York City ous <° 
a 
¢ 
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Highest Quality! — Unparalleled 


La 


Service! — Super-Value! 
1276—"Wi liams' Standard"— 1934 


NURSES’ UNIFORMS 
AND CAPES 


Tailored to measure in 
All Latest Styles 





Contractors for Complete 
Training Outfits— Dresses, 
Aprons, Bibs, Cuffs, Collars 
and other accessories. 


Estimates furnished on any styles 


and quantities. 


Write Today for Catalog N 
(Dept. H) 


Samples and a'tractive prices. 


Style 6-701 


C. D. WILLIAMS & COMPANY 


Designers and Manufacturers 


246 SOUTH ELEVENTH ST. PHILADELPHIA, PA. 





Don't fail to see our Exhibit at Booth No. 171, 
American Hospital Association Convention, 
Philadelphia, Pa., September 24-28, 1934 











Jno. V. Doehren Co. | 


208 NO. WABASH AVE. — CHICAGO 








X-RAY APPARATUS— 
X-RAY ACCESSORIES — 
SURGICAL INSTRUMENTS 














Serving Sisters’ Hospitals for over 25 years 
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WOOD CONVERSION COMPANY 


Room 130, First National Bank Building 
St. Paul, Minnesota 








Manufacturers of 
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Use SIGHT SAVING SHADES 


in your hospital 


port be satisfied with any kind of light that 
happens to come in the window. Much of 
it only causes glare, which results in eyestrain 
for the patient and creates a nervous, tired 
condition that is not at all conducive to speedy 
recovery. Draper Adjustable Window Shade 
eliminate all this. With them all glare can be 
done away with. Only the necessary and restful 
top light is utilized. May we diseuss this feature 
with you further? No obligation. 


For complete information, write 


Luther O. Draper Shade Co. 


Spiceland Indiana 





(Patented) 




















A water softener is almost 
indispensable in the hospi- 
tal. Soft water is needed in 
the operating room, in the laundry, and for 
washing dishes. Also to keep the boilers and 
hot water pipes free from scale. It will pay for 
itself in from eighteen to twenty-four months’ 
time. Our fifteen years experience is at your 
service. Send for information and references of 
other hospitals using Refinite Softeners. We 
have a special plan. 


The Refinite Company 


REFINITE BUILDING OMAHA, NEBR. 


EFINITE 
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Superintendent of Nurses Transferred 
In July, Sister M. Eusebia, superintendent of nurses at 
Sacred Heart Hospital, Le Mars, Iowa, since 1924, was trans- 
ferred to Dubuque, Iowa, where she is in charge of the in- 
firmary at Mt. St. Francis. Sister M. Aloise, R.N., who grad- 
uated from the school of nursing at Sacred Heart Hospital 
in 1926, succeeds Sister Eusebia. 
Sisters Elect Officers 
Sister Adrian was recently elected mother superior of the 
Sisters of St. Joseph at the triennial election of the Order 
held at the mother house, Mt. Gallitzin Academy, Baden, Pa. 
She succeeds Mother Alphonsus, who served in this capacity 
for the past six years. The term of office is for three years. 
Sister St. Andrew was elected assistant mother superior. 
Transfer of Superior 
Sister M. Odilo, who has been superintendent of St. Cath- 
erine’s Hospital, East Chicago, Ind., for the past six years, 
has been transferred to St. Mary’s Hospital at Superior, Wis., 
where she will hold the same office as at the Indiana institu- 
tion. She succeeds Sister Columba, who has gone to the con- 
vent Ancilla Domini, Donaldson, Ind., to await further trans- 
fer. 
Death of Veteran Sister 
Sister M. Agatha, R.S.M., died recently at St. Catherine’s 
Hospital, Omaha, Nebr., at the age of 70 years. She had been 
in charge of the drug room at the hospital for 18 years. Sister 
Agatha joined the Order of the Sisters of Mercy in 1887, and, 
previous to her hospital career, was, for many years, a teacher 
in the parochial schools of Omaha. 
Death of Sister Nurse 
Sister Mary Aquin, of the nursing staff of St. John’s Hos- 
pital, Leavenworth, Kans., died in July, following a short 
illness. Sister Aquin, who was born in Ireland, joined the 
Sisters of Charity in 1895. 
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Citizens Protest Sister's Transfer 


Almost on the 32nd anniversary of her coming to St. 
John’s Hospital, Joplin, Mo., came the news of Sister Mary 
Alphonsus’s transfer to Denver. However, many protests, in- 
cluding that of the mayor and the local medical society, have 
been made in messages sent to officials of the Sisters of 
Mercy and to Bishop Lillis, of Kansas City, to the effect 
that she be allowed to remain at the institution. 

Sister Alphonsus came to St. John’s Hospital in 1902, when 
it was a small and inadequately furnished institution. At 
present, Sister Alphonsus is chief surgical nurse at St. John’s, 
and is esteemed by leading surgeons as “a most worthy col- 
league.” 

Death of X-Ray Technician 

Sister M. Rosanna Kenny, X-ray technician at Providence 
Hospital, Kansas City, Kans., died at the institution on 
August 2. Sister Kenny, who was a native of Ireland, came 
to this country in 1905 and entered the Order of the Sisters 
of Charity in Leavenworth, Kans. Before coming to Provi- 
dence Hospital, she had been stationed at various hospitals 
conducted by the Order in the west. 


Death of Young Sister 


Most Rev. Joseph Schrembs, D.D., bishop of Cleveland, 
on July 30, officiated at the solemn requiem high Mass at the 
funeral of Sister M. Irene, a member of the nursing staff of 
St. Thomas Hospital, Akron, Ohio. Sister Irene, who was only 
28 years old, died following an operation. She had been 
supervisor of the second floor at the institution for the past 
four years. 

Sister Irene received her nursing education at St. John’s 
Hospital, Cleveland, Ohio, and entered the Sisters of Charity 
of St. Augustine at the mother house in Lakewood, eight 
years ago. In addition to other members of her family, she is 
survived by a sister, Sister M. James, a member of the same 
Order. 

Hospital Has Charity Day 

On August 9, St. Mary Hospital, Cincinnati, Ohio, held 
charity day at Coney Island. On that day, 50 per cent of all 
the money spent at Coney was donated to the hospital. 


Death of Mission Doctor 


Dr. Gajdos, medical professor of the University of Buda- 
pest, died in July, while engaged in research work at the 
Pasteur Institute of Tunis. Dr. Gajdos is well known for his 
work in Exanthematic typhus among the missionaries of 
Mongolia. 

When Rev. Joseph Rutten, former superior general of the 
Scheut Missionaries, went to Mongolia in 1931 to fight the 
disease, Dr. Gajdos accompanied him. Here he worked for 
several months in the laboratories at the Catholic University 
of Peiping preparing the anti-typhus serum, which he ad- 
ministered to all the missionaries. Since that time, there has 
not been a single case of the disease among the entire per- 
sonnel, while during the 20-year period preceding, 84 mis- 
sionaries died of the disease, 46 of whom were under 35 
years of age. 

Himalayan Leprosarium Proposed 


Among the Himalaya Mountains, at an altitude of 3,283 
feet, on the frontier of India and Burma, a hospita! to accom- 
modate 10,000 leper patients will be erected. At present, 
Msgr. Louis Mathias, prefect apostolic of Assam, promoter 
of the plan, is in Europe seeking aid for the realization of 
his project. Last year, while at Tura, chief center of the dis- 
trict, Monsignor Mathias says he was surrounded by more 
than 100 lepers who pleaded with him to come to their assist- 
ance. Assam, which had only 5,000 Catholics in 1922, now 
has about 35,000. Twelve natives are now studying at the 
major seminary and 32 at the minor seminary. 
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THE SANCTOLITE 


The Sanctolite is a seven-day 
candle. It burns slowly, steadily 
and clearly. The Sanctolite is 
odorless and smokeless. Like all 
Will & Baumer candles, the 
Sanctolite is made of only the 
best materials. 


THE SANCTOLITE 
LAMP 


The Sanctolite Lamp combines 
beauty, efficiency and low cost. The 
Sanctolite Lamp is designed to admit 
only enough oxygen to support a 
normal flame which is always sharp 
and clearly visible. New Sanctolites 
are easily and quickly placed in the 
lamp and lighted. 





s 3 ¥ 
Wit & bauncr Canore Co, Inc. 
The Pioneer Church Candle Manufacturers 

of America 

SYRACUSE, NEW YORK 
Brancnes — New York: 15 East 32nd St. 
Los Angeles: 954 South Flower St. Boston: 
71 Broad St. Chicago: 162 North Franklin 
St. Montreal: 422 Notre Dame St. East. 

















A New Deal in 
KLEIN’S NURSES CAPES 


New Specials! 


rr well-dressed nurse knows the fine quality, all- 
wool, true color fabrics and the expert workmanship 
of Klein’s Rain-proofed, Tailored-to-Measure Nurses’ 
Capes. 





This season, they are better than 
ever before; Klein’s specials this 
year represent amazing values. 


COMPARE 


these prices 


No. 11—The Dakotan. §$ 9.50 
No. 12—The Minnesotan 9.90 
No. 13—The Connecticut 10 75 
No. 14—The Virginian 10.50 
No. 15—The Louisianian 10.00 
No. 16—The Indianian. 10.90 


Finger Tip Lengths 





Regular lines reasonably priced according to quality 
of materials. Send today for fabric samples, styles and 
price list. 


D. KLEIN & BRO., INC. 


Specialists in Nurses’ Capes 


715 Arch St. » » Philadelphia, Pa. 
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Our Approval 


Means 


Qualified 








M. Burneice Larson, Director 


Credentials of candidates submitted by the Medical 
Bureau mean that the individuals are qualified to 
render satisfactory services for the position under 
consideration. Our approval is only granted after 
we have carefully checked the character, references, 
educational background and efficiency of the indi- 
viduals recommended. 


Many of the Sisters’ Hospitals counsel with us regu- 
larly before employing additional personnel and for 
this service we make no charge to the hospital. 


Visit our Booth No. 80, at the American Hospital 
Association Convention, Philadelphia, 
September 24-28. 


The MEDICAL BUREAU 


3800 PITTSFIELD BUILDING 
CHICAGO - - ILLINOIS 











Classified Wants 








POSITIONS OPEN 





The Medical Bureau is organized to assist physicians, dentists, gradu- 
ate nurses, hospital executives, laboratory technicians and dietitians in 
securing positions; application on request. The Medical Bureau (M. 
Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 





| Zinser Personnel Service invites you to avail yourself of this service— 


exceptional candidates from every branch of hospital service now 


| seeking appointments. Write for complete credentials of available 


candidates with your next vacancy. 


Zinser Personnel Service, 1549 


| Marquette Bldg., Chicago, Illinois. 





NURSE PLACEMENT SERVICE 
MIDWEST STATES 
1520 Willoughby Tower Bidg., 8 S. Michigan Ave., Chicago, Ill. 

We are in a position to supply Hospitals and Schools of Nursing with 
qualified Executives, Instructors, Supervisors, Anaesthetists, and Gen- 
eral Staff Nurses. 

This service is maintained by the State Nurses’ Association of Illinois, 
Indiana, Iowa, Michigan, and Wisconsin. 





POSITIONS WANTED 





The Medical Bureau has available for appointments a great group of 
physicians, dentists, hospital executives, graduate nurses, laboratory 
technicians and dietitians. All credentials have been painstakingly 
investigated. If you have vacancies on your medical or nursing staffs, 
write for biographies of qualified applicants. The Medical Bureau 


| (M. Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 





PICTURES 



































BRUCK’S 


will be pleased to forward 
their new catalogue of 
Graduate Nurses white 
uniforms, free of charge, on 
request. 


| Reprints 2%c each. Daily service. 





Roll film developed, 2 guaranteed prints each good negative 25c coin. 
Try us! Willard’s, Box 3536-C, 


| Cleveland Heights, Ohio. 





MARKING INK 





Payson’s Indelible Ink applied with common pen or Payson’s Rubber 


| Stamp Outfit makes impressions which outlast the goods. Sold direct 


BRUCK’S NURSES OUTFITTING CO., INC. | 


17 No. State St., |R. 173 East 87th St., 
Chicago, III. 4 New York City 








to hospitals by the manufacturer. Payson’s Indelible Ink Co., North- 


ampton, Mass. 





HOSPITAL AND CLASS PINS 





| Pins and rings specially for you, direct from our factory. Low whole- 


sale prices. Special designs and catalog on request. We have been 
manufacturing “Jewelry of the Better Sort” for thirty-seven years. 


| J. F. Apple Co., Inc., Lancaster, Pa., Dept. H. 





DIPLOMAS 





| Diplomas—For nurses or internes—one or a thousand. Also small size 


in leather wallet. Ames & Rollinson, 206 Broadway, New York City. 














An Indelible Marking Ink that 





is the only ink that lasts full life of goods. 
(Heat Required) 

XANNO ink lasts many washes longer than 
any other ink NOT requiring heat. 


Both inks used with pen or machines. 


LOW PRICED MARKERS 


Costs only 3c per dozen for marking. Foot 
Power machine, $30. Hand power $20. Send for 
catalog and sample impression slip. 


Approved by the A. C. S. 
APPLEGATE CHEMICAL CO., 5630 Harper Ave., Chicago, Ill. 











College of Saint Teresa 
Winona, Minnesota 
Combined Course in Nursing and , 


Liberal Arts Leading to the Degree 


of Bachelor of Science in Nursing. 


For particulars address 
'THE SECRETARY 




















September, 1934 


BOOKS RECEIVED 
Reports 

Annual Report of St. Mary’s Hospital, Cincinnati, Ohio — 
Seventy-fifth, 1933. 

Merseyside Hospitals Council Record. Liverpool, 
Price, Sixpence. 

Proceedings of the Thirteenth Annual Conference of the 
Hospital Association of Pennsylvania. William Penn Hotel, 
Pittsburgh, Pennsylvania, April 10, 11, 12, 1934. 

Undermount, Year Book, St. Joseph’s School of Nursing, 
Hamilton, Ontario, Canada, 1934. 

Biography 

Surgeon and Saint — St. Rene Goupil, S.J. By Neil Boyton, 

S.J. Jesuit Mission Press, Inc., New York, 1931, 10 cents. 
Hospital Care 

Group Budgeting for Hospital Care. How to Organize a 
Plan of Group Hospitalization. By C. Rufus Rorem, Ph.D., 
C.P.A. Consultant in Group Hospitalization Committee on 
Community Relations and Administrative Practice. American 
Hospital Association, Chicago. 

A Periodic Payment Plan for Hospital Care in Greater 
Cleveland. Prepared by the Cleveland Hospital Council, 
Cleveland, Ohio. 


1933, 


Medical Care 


An Alphabetical Nomenclature of Diseases and Operations. | 


By T. R. Ponton, B.A,. M.D. Indorsed by the American 
College of Surgeons and the American Hospital Association. 
Published by the Physicians’ Record Company, Chicago, 
1934. 
Nursing 

Nursing for Catholic Girls. 
Foreword by Mary G. Cardwell, M.D. Catholic Truth 
Society, London, 1933. Price, twopence. 





I OF INTEREST | 


_ TO O BUYERS _ 





A Friend Departed 


The death of Mr. Thomas D. Webb, senior vice-president | 
| Ford Co., The J. B...... 10a 


and director of the eastern sales division of the American 
Laundry Machinery Company, will be sad news to the laundry 
owners and managers of hospital and other institutional 


laundries, who have known him as a friend for the past 25 


years. Mr. Webb, who was 69 years old, died on August 21. 
In 1895, Mr. Webb became secretary in Cincinnati of the 
old American Laundry Machinery Company and the following 
year took charge of the business in the East. 
“Curity” History and Catalog 
The Lewis Mfg. Co., Walpole, Mass., 


HOSPITAL PROGRESS 


33A 








Index to 


Advertising Announcements 


By Mary Cunnane. With a | 


A. P. W. Paper Co...... 8a 


American Hospital Sup- 
A, voc tpve Vena 19a 


American Laundry Ma- 
chimery Co.......ces0 25a 


American Sterilizer Co..24a 
Applegate Chemical Co. .32a 


Armour and Company. .2la 


Becton-Dickinson Co.... 2a 
Berbecker & Sons, Julius 4a 


Bruck’s Nurses Outfitting 


RE se 32a 
| Burdick Corporation.... 4a 
Cannon Mills, Inc....... 5a 
CE Gavcekeskentand 32a 

| Colgate-Palmolive-Peet 
ere 23a 
College of Saint Teresa.32a 
Colson Company, The.. 7a 
Davis & Geck, Inc...... 7a 


| Doehren Co., Jno. V....30a 
Draper Shade Co., 


General Electric X-Ray 
GE catatcuntasenane 15a 


Hill-Rom Company, The 8a 


| Hobart Mfg. Co., The... 9a 


has just issued an | 


illustrated booklet that hospital executives will wish to have | 


on their desk. It gives the history, very briefly, of the Lewis 


Mfg. Company, some very interesting information about the | 


manufacture of hospital gauze and other supplies, and a com- 
plete descriptive list with prices of all Curity products in- 
cluding gauze, muslin, bandages, absorbent dressings, ad- 
hesives, orthopedic products, and sutures. 

Dedicates Priests’ Vacation Home 


at Spring Bank, Okauchee, Wis: The new vacation home, 


Holtzer-Cabot Electric 


SE ot candace seh 8a 
Horner Brothers Woolen 
I ES Ree al 24a 


Hospital Supply Co., The la 
Huntington Laboratories. 18a 
Huyck & Sons, F. C....28a 


2 2 : | International Nickel Co..1la 
The Cistercian Fathers have opened a vacation and rest | 
home for priests on the beautiful grounds of their monastery | 


known as Spring Bank Manor, was formally dedicated on | 


September 6 by Most Rev. Francis Janssens, S.0.Cist. D.D. 
abbot general of the order. 


Johnson & Johnson..... 34a 


Klein & Brother, D.....3la 


Lewis Manufacturing 


Gl dieecc kad’ ce 4th Cover 
Marvin-Neitzel Corp. ...29a 
Medical Bureau......... 32a 
National Carbon Co.....17a 


National Distilling Co...10a 


Parke, Davis & Co...... l4a 
Patterson Screen Co.... 4a 
Procter & Gamble Co., 

MN Gah ehthercenesees 12a 
Professional Shoe 

I a A a Fi So ei dt 28a 
Puritan Compressed Gas 

SL i caacs ks vks 7a 


Refinite Company, The.30a 
BOO, BRR, Ws vk cctces 22a 


Scanlan-Morris Company 
ST errors 2nd Cover 


Schoedinger, F. O....... 


Sexton & Company, 
ee 3rd Cover 


Sharp & Dohme........ 6a 
Simraons Company ..... 27a 
SnoWhite Garment Mfg. 
IR ees, Gio SP Oe 20a 
Squibb & Sons, E. R.... 3a 


Standard Apparel Co... .26a 


Weck & Sons, Inc., 


A ee 6a 
Will & Baumer Candle 
Dt ce cvectrikekeveeate 3la 


Williams & Co., C. D....30 
Wilson Rubber Co., The 2a 
Wocher & Son Co., Max 6a 


Wood Conversion Co... .30a 
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MACHINE-MADE COTTON BALLS 
uniform size...time saving 
economical 


© The tedious job of making cotton balls by hand, which can never 
be uniform in size and weight, can now be abandoned. J & J 
machine-made cotton balls are displacing hand-made balls in hos- 
pitals everywhere. They are uniform in size, time-saving, and more 
economical than hand-made balls. 

Our machine-made cotton balls are made of best quality hospital 
cotton in three sizes, Large, Medium and Small. The Large size is 
especially designed for obstetrical work. Large size, 1,000 in a box; 
Medium size, 2,000 in a box; Small size, 4,000 in a box. 
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@ CUT CRINOLINE. We now supply crinoline in 
100-yd. rolls, 36" wide, cut in assorted widths, with ser- 
rated non-raveling edges. Photo shows the 6" width, 
which has been removed from the roll. Cut in widths 
from 2" to 10", 





@ A. B. D. ROLL PACKS. Otherwise known 
as laparotomy, *‘walling off’’ or abdominal pads. All raw 
edges folded inside. Made of 20 x 16 surgical gauze folded 
to 8-ply thickness in sizes 4" x 3 yards, 2" x 2 yards, and 1" 
x 1-14 yards. Approved by American College of Surgeons. 





@ A.B. D. FLAT PACKS. Also otherwise known 
as laparotomy, ‘‘walling off’’ or abdominal pads. The 
larger sizes are cross-stitched every four inches to g ve 
added strength to withstand repeated laundering. The 
edges are carefully folded and stitched to make smooth, 
strong and even edges. Large tape loops firmly attached. 
Made of 20 x 16 gauze of 8-ply thickness in sizes 36" x 
8", 18% = 4", 12%— 29) 18" 5% 18", 12% x 12", 8" x 8" and 


4" x 4". Approved by American College of Surgeons. 





@ CELLULOSE WIPES. Handy—time and money 
saving. Packed in dispensing boxes. Size 5" x 6", 400 
sheets in box; size 5" x 9", 150 sheets in box. Used as 
mouth wipes, nose wipes, and for many other purposes. 


Soft, absorbent, non-irritating. 





